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FOREWORD

Harold A. Schaitberger
IAFF General President

Steven P. Westermann
IAFC President

The International Association of Fire Fighters and the Inter-
national Association of Fire Chiefs have continued to work
together in an unprecedented endeavor. We have gathered and
maintained for over 12 years some of North America’s finest
fire departments to build a stronger fire service by strength-
ening our foundation — the fire fighter and EMS responder.
Meeting the challenges of tomorrow’s fire service requires that
we keep our uniformed personnel fit and healthy today.

The Fire Service Joint Labor Management Wellness-Fit-
ness Initiative has been an exciting challenge for everyone
involved in this very positive endeavor. In this document
and throughout the process of its development, enhance-
ment and revision, we have addressed the needs of the total
individual in a program designed to build and maintain
fit and healthy uniformed personnel. Fitness — physical,
mental, and emotional — requires an effective wellness
program that is made available to recruits, incumbents,
and retirees. Components of the Wellness-Fitness Initia-
tive include medical evaluation, fitness, rehabilitation and
injury prevention, behavioral health, and data collection.

It is no secret that, historically, the fire service has placed a
great deal of its focus on maintaining apparatus and equip-
ment rather than the uniformed personnel who provide
emergency services and use such equipment. Fire fighters
and EMS responders respond to emergency incidents that
require extreme physical exertion and often result in adverse
physiological and psychological outcomes. Over time, these
adverse outcomes impact the overall wellness of the fire fight-
ing and emergency response system. Often, past attempts to
address personnel fitness have been piecemeal, such as re-
cent trends to unilaterally implement timed, task-based per-
formance tests. Such piecemeal approaches have failed to
produce universally acceptable and productive results.

Fire chiefs and IAFF local union presidents participating in
the Fire Service Joint Labor Management Wellness-Fitness
Initiative have contributed to developing an overall wellness-
fitness system with a holistic, positive, rehabilitating and ed-
ucational focus. All participants have committed themselves
to overcoming the historic fire service punitive approaches to
physical fitness and wellness issues. They have committed to

moving beyond negative timed, task-based performance test-
ing to progressive wellness improvement. Moreover, in a joint
endeavor all labor and management representatives have
committed themselves to the implementation of an individ-
ualized wellness-fitness program that is based on the recom-
mendations located in this document.

The ultimate goal of the comprehensive Fire Service Joint
Labor Management Wellness-Fitness Initiative is to im-
prove the quality of life of all uniformed personnel. The
project seeks to demonstrate the value of investing wellness
resources for the duration of uniformed personnel’s careers
in order to maintain fit, healthy, and capable fire fighters and
EMS responders. An effective program will minimize the
expenditures on lost work time, workers compensation, and
disability. In addition, through data collection and analysis,
participating departments will create an invaluable database
which can be utilized throughout the fire service.

This comprehensive project on physical fitness and well-
ness issues involved the creation and now 12 years later, the
continuation of a network of geographically diverse fire de-
partments with excellent union/management relations.
Each of the fire departments selected was represented by
the fire chief and the IAFF local union president, signifi-
cant input from technical experts from each department
was given. As participants, fire department and IAFF local
union officials detailed their physical fitness programs and
needs, such feedback help assist in creating and imple-
menting a practical fire service program, which was com-
mitted to sharing new knowledge with the consortium. The
IAFF has facilitated this effort and provided the necessary
resources to complete this project. The IAFC, as an organ-
ization, participated in all phases of this WFI revision.

For the past twelve years, numerous task force meetings and
technical committee meetings were held as part of this Ini-
tiative. The task force, consisting of the IAFF, the IAFC and the
fire department chiefs and IAFF local union presidents, di-
rected the content of the document. Each department was
represented on the technical committee by exercise physiolo-
gists, fitness coordinators, department physicians, behavioral
health professionals, and information management person-
nel. Expert advisors were utilized throughout the process to
assist with meeting proceedings. Facilitating and coordinating
the work of the task force and technical committees was com-
pleted by the IAFF Division of Health, Safety and Medicine.

The Fire Service Joint Labor Management Wellness-Fitness
Initiative is now a complete medical, physical fitness and
wellness program package. Since the initial distribution of
this manual, the IAFF, the IAFC, the Task Force, and techni-
cal committee members have continued to address each of
the Initiative’s components. The third revision of this man-
ual reflects our commitment to keep this project current and
seek its full implementation in all career fire departments.
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MISSION STATEMENT

Every fire department in cooperation with its local IAFF affiliate must develop an overall wellness/fitness system
to maintain uniformed personnel physical and mental capabilities. While such a program may be mandatory
agreement to initiate it must be mutual between the administration and its members represented by the local
union. Any program of physical fitness must be positive and not punitive in design; require participation by all uni-
formed personnel in the department once implemented; allow for age, gender, and position in the department;
allow for on-duty-time participation utilizing facilities and equipment provided or arranged by the department;
provide for rehabilitation and remedial support for those in need; contain training and education components,
and, be reasonable and equitable to all participants. The program must address the following key points.

+ Confidentiality of behavioral, medical, and
fitness evaluations
« Physical fitness and wellness programs that are educational and rehabilitative, and not punitive
« Performance testing that promotes progressive wellness improvement
+ Commitment by labor and management to a positive individualized fitness/wellness program
+ Develop a holistic wellness approach that includes:
+ Medical evaluation
* Fitness
* Rehabilitation
* Behavioral health
* The program should be long term, and, where possible, be made available to retirees.




CHAPTER 1 — Introduction

THE FIRE SERVICE JOINT LABOR MANAGEMENT WELLNESS-FITNESS INITIATIVE

This chapter highlights the following:

M The Initiative

B What is Wellness?

B Uniformed Personnel and Wellness

B The Union and Wellness

M Fire Chiefs and Wellness

B Community Support for Wellness

M Financial and Administrative Commitment
B Overview of Document Content

THE INITIATIVE

The Fire Service Joint Labor Management Wellness-Fit-
ness Initiative is a historic partnership between the IAFF
and the IAFC as a way to improve the wellness of fire de-
partment uniformed personnel. Ten public professional
fire departments from the United States and Canada par-
ticipated. Each of these departments committed them-
selves to this Wellness-Fitness Initiative by requiring
mandatory participation of all of their uniformed person-
nel in this program. This intrepid move to commit labor
and management to the wellness of their uniformed per-
sonnel will carry the fire service into the 21* century.

The Fire Service Joint Labor Management Wellness-Fit-
ness Initiative is a non-punitive program.

In 2007, a new brand and logo was established for the Fire
Service Joint Labor Management Wellness-Fitness Initia-
tive and is known as the WFI with the following logo:

All WFI products, including the Initiative, the CPAT and
the Peer Fitness Trainer Certification, as well as any new
programs such as the Fire Fighter Survival Program will
bear this new name and logo.

The intention of the WFI is that its implementation should
be a positive individualized program that is non-punitive.
All component results are measured against the individ-
ual’s previous examinations and assessments and not
against any standard or norm. However, medical practice
standards may be used when results indicate that life sav-
ing intervention is required.

Confidentiality of medical information is the most critical
aspect of the WFI. The unauthorized release of personal
details which may be recorded as part of a medical evalua-
tion causes legal, ethical, and personal problems for the em-
ployee, employer and examining physician. All information
obtained from medical and physical evaluations should be
considered confidential, and the employer will only have
access to information regarding fitness for duty, necessary
work restrictions, and if needed, appropriate accommoda-
tions. Also, all medical information must be maintained in
separate files from all other personnel information.

WHAT IS WELLNESS?

Wellness is a term that refers to an individual’s state of
mind as well as their physical state, balancing between
health and physical, mental, emotional and spiritual fit-
ness. The concept of wellness also entails having access to
rehabilitation, when indicated. Moreover, wellness should
be an interactive process where an individual becomes
aware of and practices healthy choices to establish a bal-
anced lifestyle.

In fire departments wellness programs are intended to
strengthen uniformed personnel so that their mental, phys-
ical, and emotional capabilities are resilient enough to with-
stand the stresses and strains of life and the workplace.

A wellness program should not be perceived as just an-
other program, but rather as a complete commitment to
the health, safety and longevity of all uniformed personnel;
productivity and performance of all fire crews; and cost
effectiveness and welfare of all fire departments. The Ini-
tiative is considered a total program, where all components
must be implemented for the benefit of both the individ-
ual and department.

UNIFORMED PERSONNEL AND WELLNESS

Fire fighting continues to be one of the most dangerous
occupations in the United States and Canada. Research re-
veals the need for high levels of physical fitness to safely
perform the necessary duties of the fire service. The long
hours, shift work, sporadic high intensity work, strong
emotional involvement, and exposure to human suffering
places fire fighting among the most stressful occupations
in the world. High levels of stress, intense physical de-
mands, arduous work and short and long-term exposure
to chemicals and infectious disease contribute to heart dis-
ease, lung disease and cancer, which are the three leading
causes of death and occupational disease disability.

Wellness is important concept for all uniformed personnel.
In many departments, some individuals may gravitate to
job tasks other than fire fighting due to personal necessity



or interest and can include: EMS activities; rescue; haz-
ardous materials response; or fire investigations. However,
all tasks include significant physical and emotional stresses.

Wellness is a personal commitment that all uniformed per-
sonnel must make to survive and to sustain a successful
career in the professional fire service. When uniformed
personnel are ill or injured, malnourished or overweight,
over stressed or out of balance, it affects their ability to ef-
fectively do their job.

There are many benefits of wellness for uniformed per-
sonnel and include greater strength and stamina; weight
reduction and/or maintenance; lower cholesterol and
blood pressure levels; decreased risk of death, injury, or
disability from disease; increased job performance and
work satisfaction; improved physical performance; better
posture and joint functioning; reduced anxiety, stress, ten-
sion, and depression; increased energy, general vitality, and
mental sharpness; enhanced self-esteem and self-image;
improved sleep; enhanced capacity to recover from stren-
uous and exhaustive work; increased homeostasis ability;
and improved mobility, balance, and coordination.

THE UNION AND WELLNESS

In implementing wellness-fitness programs unions must
assume a leadership role for their members. Traditionally,
safety in fire fighting entailed purchasing the latest equip-
ment, such as new apparatus, protective clothing, or PASS
alarms. Yet, the most important component in respond-
ing to emergencies is the fire fighter and EMS provider.
The definition for safety in fire fighting must expand to
include a wellness-physical fitness program for uniformed
personnel. Unions must work to ensure that uniformed
personnel have the opportunity to attain and maintain a
healthy body and mind so they can perform their work du-
ties to the best of their abilities.

The responsibility for a wellness-fitness program is not
simply the responsibility of management, but should have
union input and cooperation in the process. Without
union participation in establishing such a program there
will be limited or no member “buy in” to the program. A
wellness-fitness program must be collaborative between
labor and management and is educational and rehabilita-
tive and not punitive in nature.

Fire fighter unions work hard to improve the economic sta-
tus of their members. A quality wellness-fitness program
will help all members perform their duties, while allowing
them to enjoy the fruits of their labor when they retire.

FIRE CHIEFS AND WELLNESS

As previously stated, wellness is a commitment that all uni-
formed personnel must make to meet the demands and
rigors of the job. It is the fire chief’s job to ensure that ex-
cellent customer service is delivered to the community by
healthy uniformed personnel. In order to achieve such a
workplace uniformed personnel can enhance their per-
formance in an environment where workplace safety, reg-
ulatory compliance, and positive attitudes exist.

Wellness is the fire chief’s commitment to the overall qual-
ity of life of uniformed personnel. It is also a commitment
to the health of uniformed personnel when they come to
work, respond to calls, return from calls, go home at the
end of their shifts, and retire at the end of their careers.
Wellness will facilitate compliance with workplace regula-
tions and improve the responsiveness of fire chiefs to di-
rectives from governing political bodies. Finally, in most
departments, a fire chief is not only an administrator but
also an active fire fighter, subject to the same stresses of
heat, dehydration, toxic exposures, and other occupational
hazards. Thus, a fire chief’s commitment to wellness serves
both personal and professional interests.

COMMUNITY SUPPORT FOR WELLNESS

Every fire incident or response within a community is
unique and the ability of uniformed personnel to effectively
respond is improved by their level of physical and mental
preparedness. A wellness program is a cost effective meas-
ure for the community in that injury rates and sick leave
usage are reduced, thereby controlling the overtime costs
that are associated with filling vacant positions or utilizing
other agencies for response. Wellness programs can facili-
tate fire department compliance with federal, state, and
local laws related to issues such as infectious disease train-
ing and testing, as well as breathing apparatus certification.
Through utilizing a wellness program to address such is-
sues will eliminate using costly outside consulting agencies,
and reducing costs while achieving uniformed personnel
wellness. Fire departments with members who are med-
ically, physically, and mentally fit provide better service to
their communities while realizing reductions in disability
retirements by their uniformed personnel.

FINANCIAL AND ADMINISTRATIVE COMMITMENT
The implementation of a wellness program is not free.
However, there may be significant cost benefits to initiat-
ing or expanding a wellness program. Wellness programs
have repeatedly been shown to provide long-term savings.

Fire department wellness programs make economic sense and
by adopting and implementing an occupational wellness pro-
gram, such as the WFI can reduce occupational claims and
costs while simultaneously improving the quality and
longevity of a fire fighter’s life; prevent and reduce premature
fire fighter musculoskeletal injuries and cardiovascular dis-



ease through a comprehensive health risk screening; avoid pas-
sive impacts to reduce off-duty injury/illness costs through
health promotion programs. Behavioral health promotion
programs will further enhance, complement and improve the
cost savings of a comprehensive wellness program.

The fire service’s greatest asset is not equipment, appara-
tus or stations, but rather its personnel. It is through per-
sonnel that fire departments are able to serve the public,
accomplish their missions, and able to make a difference in
the community. A commitment and investment in a well-
ness program helps to gain the members’ trust, which in
turn benefits every program and each call answered by the
fire department. Therefore, placing a high priority on well-
ness makes sense for everyone including fire service per-
sonnel, tax payers, and the public served.

OVERVIEW OF DOCUMENT CONTENT

B Overview

The Fire Service Joint Labor Management Wellness-Fit-
ness Initiative has five main components. Each compo-
nent is significant to the implementation of a
wellness-fitness program and lends itself to achieving a ho-
listic approach, the five components are medical; fitness;
medical/fitness/injury rehabilitation; behavioral health;
data collection and reporting.

B Structure of Manual

Each of the components is presented as a separate chapter.
Each chapter begins with an introduction which explains
the need of that component within the context of the WFIL.
The introduction is followed by a description of the nec-
essary services that should be included to meet the objec-
tive of the larger component. Applicable protocols or
detailed programs are included or referenced in the docu-
ment, when appropriate.

B National Fire Protection Association Standard
1582 and the WFI
The IAFF worked directly with the NFPA as well as the
Technical Committee responsible for NFPA 1582, Standard
on Comprehensive Occupational Medical Program for Fire
Departments, to ensure consistency in both documents.
IAFF provided copyrighted materials to NFPA, with the
provision that the incumbent evaluations mirror the Well-
ness-Fitness Initiative.

The current NFPA 1582 document (2007 edition) includes a
stringent standard for candidate fire fighters, as well as a flex-
ible guide for incumbent fire fighters medical determina-
tions, which are based upon the specifics of their condition,
as well as the duties and functions of their job. Job tasks are
addressed in Chapter 9, with an explanation of medical con-
ditions that can potentially interfere with a member’s ability
to safely perform essential job tasks and shall be listed by
organ system. The key word here is potentially.

Most importantly, presence of one or more of the condi-
tions listed in Chapter 9 for incumbent fire department
members does not indicate a blanket prohibition for the
incumbent member from continuing to perform essential
job tasks, nor does it require automatic retirement or sep-
aration from the fire department. However, it does pro-
vide the Fire Department Physicians guidance to
determine a member’s ability to medically and physically
function using an individual medical assessment for the
conditions listed in the Chapter.

Conversely, the standard does provide specific requirements
for candidates. Unlike the guidance provided for incum-
bents, the standard provides specific medical conditions
that can affect a candidate’s ability to safely perform essen-
tial job tasks. Candidates with Category A medical condi-
tions are not to be certified as having met the medical
requirements of this standard. Candidates with Category B
medical conditions can be certified as having met the med-
ical requirements of this standard, only if they can perform
the essential job tasks without posing a significant safety
and health risk to themselves, other members, or civilians.

The fire department must also document, through job
analysis, the essential job functions that are performed in
a local jurisdiction and must also determine if that in-
cumbent is expected to perform those tasks, based on as-
signment and even rank. Again, there are no blanket
prohibitions for incumbent fire fighters.

It is the responsibility of the physician after an individual
medical assessment to state if a member, because of a spe-
cific condition, cannot safely perform his/her job, as well
as specific tasks that the individual cannot perform. The
fire chief must then determine if there are positions within
his/her department that the individual can perform, based
on that fire departments job analysis for that position.

Foremost, it is essential to recognize that this Standard was
fundamentally developed for and intended for physician
guidance. The Standard is to provide physicians with ad-
vice for an association or relationship between essential job
functions of a fire fighter as an individual and his/her med-
ical condition(s). This guidance should be utilized for the
best approach towards an individual’s risk assessment and
management with respect to their medical issue(s) and par-
ticular job. Therefore, especially with incumbent fire fight-
ers, it is always important to consider what exactly the fire
fighter does while on the job and how those particular tasks
will affect his/her performance on an individual basis. B
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CHAPTER 2 — Medical

Management and Labor shall support the provision of the comprehensive
mandatory annual medical exams as a component of the WFI Program.

This chapter highlights the following:

B Introduction

B Physical Examination

B Body Composition

B Annual Laboratory Analyses

B Vision Evaluation

B Hearing Evaluation

B Pulmonary Evaluation

B Aerobic/Cardiovascular Evaluation
B Cancer Screening

B Immunizations

B Infectious Disease Screening

B Referrals to Health Care Practitioners
B Written Feedback

H Data Collection and Reporting

INTRODUCTION

The WFI is a progressive model for delivering a preventive
and occupational health care services program for today’s
fire fighters and emergency medical workers (collectively
referred to as “uniformed personnel”). The purpose of the
WFI is to ensure that uniformed personnel are healthy
enough to work safely and effectively during their careers
and maintain good health during their retirement. The
need for this type of program is based on the unique risks
and adverse working environments that uniformed per-
sonnel face daily. The intent of the program is that it is
implemented as a mandatory, non-punitive program
where all uniformed personnel work to improve his or her
health or wellness, competing only with themselves.

Due to the physical demands of the job, it is essential that
all uniformed personnel maintain a high level of fitness-
wellness. In addition, these individual’s face unique psy-
chosocial stressors that are a result of the constant
exposure to tragic events and suffering. Therefore, the cre-
ation of a comprehensive health and wellness program is
essential to provide the medical and psychological support
needed for uniformed personnel.

Properly implemented, the clinical program outlined in
this chapter will allow for an appropriate medical assess-
ment, early detection of diseases and illnesses, as well as
implementation of health promotional programs. The an-
nual medical examination is an integral element that pro-
vides invaluable health status assessments of both the
individual and department wide. Moreover, collecting
unidentifiable aggregated data during such exams allows
for long-term analysis and the implementation of preven-
tive programs.

Medical Evaluation and Assessment

The medical evaluation outlined in this chapter is intended
to accomplish the following to identify whether an indi-
vidual is physically and mentally able to perform essential
job duties without undue risk of harm to self or others;
monitor the acute and long-term effects of the working
environment of uniformed personnel, including exposure
to chemical and biological agents, and the effects of phys-
ical and psychosocial stressors in the workplace; detect pat-
terns of disease in the workforce that might indicate
underlying work-related health concerns; provide quan-
tifiable medical information on the entire workplace; in-
form uniformed personnel of their occupational hazards
and health status; provide a cost-effective investment in
health promotion and disease prevention in the fire serv-
ice; and to comply with federal, state, provincial and local
health and safety requirements.

A comprehensive medical assessment shall be conducted
annually and standardized to include all of the compo-
nents of this chapter. Individuals may use any designated
fire department physician, or other providers, to conduct
the medical assessment. Uniformed personnel may elect to
have certain components of the medical evaluation (i.e.
invasive genitourinary examinations) completed by their
primary care physician. If this option is chosen, exams
given by primary care physicians must be done within the
prescribed schedule and the results reviewed by the fire de-
partment medical provider and recorded in the member’s
confidential fire department medical record. All medical
assessment results, regardless of where they were obtained
or performed, shall remain confidential.

Recently, there have been some varying recommendations
on the intervals of medical assessments usually based on
an individual’s age. However, the value of providing an-
nual medical assessments for uniformed personnel within
a high-risk occupation has been determined by the WFI
Task Force to be medically significant. It is a cost-effective
program, based on a history of saving members’ lives
through early intervention. The National Fire Protection
Association within its health, safety, medical and fitness
standards for fire departments has also recognized and
specifically requires annual medical assessments.

Medical History Questionnaire

An initial pre-employment history questionnaire for es-
tablishing a medical baseline and a periodic medical his-
tory to provide follow-up information and to identify
changes in health status must be completed during each
medical assessment.

11
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Physician Responsibilities

All examining physicians are designated by the department
to evaluate patients for the WFL This continuum of care
involves: candidate medical evaluations; annual med-
ical/fitness evaluations; injury/illness care and rehabilita-
tion; pre-retirement medical evaluations (post-retirement
exams where provided); and return to work evaluations.

The physician must have a thorough understanding of the
positions in the fire department, including: essential job
tasks; physical demands; psychosocial stressors; chemical,
biological, and physical exposures; and the effects of med-
ical conditions on essential job tasks.

It is important that the physician understand and partici-
pate as a member of a multidisciplinary WFI Team. The
physician is a vital advisor/consultant to both labor and
management on all medical issues.

Physicians must maintain complete adherence to medical
confidentiality. Specific information regarding the med-
ical examination, evaluation, laboratory results and med-
ical diagnosis shall not be released unless written
permission is obtained from the individual. Employees
need to feel assured that the information provided to the
physician will not be shared unless consent is granted.

Finally, the fire department physician must have knowl-
edge of local, state, provincial, and federal laws related to
health and safety.

PHYSICAL EXAMINATION

W Vital Signs

A physical examination begins with the assessment of height,
weight, blood pressure, temperature, heart rate, and respira-
tory rate. Blood pressure shall be a part of the baseline and
annual examination, with any necessary follow-up as med-
ically indicated. Uniformed personnel with known eleva-
tions of blood pressure must be educated about the
long-term health effects of ignoring this condition, which in-
cludes the possibility of stroke and coronary artery disease.

®m Head, Eyes, Ears, Nose, and Throat (HEENT)
This examination offers an opportunity for the examiner
to assess each person’s ability to wear head protection, a
respirator face piece, and other respiratory protection. The
examiner should also review the importance of an un-
compromised airway while wearing a respirator. Moreover,
it allows for identification of possible chronic exposures
that may place the individual at risk for long-term illnesses.
The HEENT exam should emphasize early identification
of treatable disease and prevention strategies through ed-
ucation. Itis also important to note that the examiner has
an opportunity to discuss the health hazards of tobacco
such as: cancer; cardiovascular disease; lung diseases; pre-
mature aging, and tobacco cessation strategies.

The HEENT exam includes a thorough evaluation of: head
— evaluate the shape of a member’s face looking for evi-
dence of previous trauma or other gross abnormality that
may interfere with the use of SCBA or other Personal Pro-
tective Equipment (PPE); eyes — assess extra ocular
movements, pupillary light reflex and accommodation,
conduct fundi/retinal exam, assess visual acuity, peripheral
vision, and color vision; ears — visualize the external ear
canal and tympanic membrane, inspect the external ear
helix particularly for evidence of sun damage or cancerous
lesions, and an audiometric exam performed according to
standard procedures is also required; nose — inspect for
patency of nares, septal cartilage deviation, evidence of
polyps (usually secondary to chronic inflammation), other
mucosal changes (e.g., erythematous patches in smokers),
and evidence of tenderness over the paranasal sinuses;
throat — evaluate the oropharyngeal cavity, gums, teeth,
palate (hard and soft), tongue (dorsum and undersurface),
tonsils and posterior pharyngeal wall, also direct observa-
tion for pre-cancerous changes (e.g., color changes-leuko-
plakia, plaques, nodules, and asymmetry) is important.

B Neck

The exam should include evaluation of major vessels,
lymph nodes, endocrine structures (salivary and thyroid
glands), physiologic functioning (e.g., swallowing, saliva
production), assess for abnormal masses, gland enlarge-
ment, or suspicious skin lesions. Range of motion of the
cervical spine should also be noted.

B Cardiovascular (CV)

The CV exam must include: assessments of pulse (rate, regu-
larity, and volume); seated blood pressure (with the patient’s
feet on the floor and the proper sized BP cuff); auscultation
of the heart (for heart sounds, extra sounds, clicks, and mur-
murs) and major arteries (carotid, abdominal aorta, femoral
for bruits); and if clinically indicated, examination for signs of
decompensating heart function (CHF) such as jugular venous
pulse and peripheral (ankle) edema. In addition, a medical
assessment must include a thorough history and physical
exam. It is imperative to inquire if there are any recent
changes in the patient’s aerobic capacity, which could indi-
cate pulmonary or cardiac disease. Typically, uniformed per-
sonnel suffering from early lung or heart disease will deny
being more fatigued while fighting fires. More common is
the complaint that during the past year or two the individ-
ual’s tolerance for exercise has diminished.

The examiner must identify modifiable cardiac risk fac-
tors such as: smoking; dyslipidemias (including: high total
cholesterol/HDL-cholesterol ratio, high LDL-C, high
triglycerides, and low HDL-C); hypertension; diabetes;
chronic renal failure; metabolic syndrome (insulin resist-
ance syndrome); sedentary lifestyle and/or obesity; and
nutritional concerns and/or deficiencies.



Non-modifiable cardiac risk factors should also be
noted, such as: male gender; advanced age; and positive
family history of premature cardiovascular diseases or
risks. For example, individuals with a family history of
premature CAD in a first-degree relative are at an in-
creased risk of cardiovascular events.

B Pulmonary

A pertinent history includes any complaints of exercise in-
tolerance, cough, symptoms of bronchospasm, and expo-
sures (chemical or biological). The respiratory exam should
include: an inspection for respiratory rate and effort; pres-
ence of coughing or sneezing; skin color and any clubbing of
the digits (indicative of respiratory diseases); auscultation
for breath sounds and any abnormal sounds (expiratory
wheezing, inspiratory crackles, or stridor); and if clinically
indicated, more specific exams for areas of consolidation or
dullness (pneumonia, pleural effusions, etc.). Spirometry is
an effective screening and surveillance exam for pulmonary
disease and shall be included in the exam. Any changes in
the spirometric indices, such as reductions in the vital ca-
pacity and/or forced expiratory volumes should be subject
to further evaluation by more formal pulmonary function
testing and/or evaluation by a pulmonologist.

B Gastrointestinal

Gastrointestinal exam shall include inspection, palpation,
percussion, and auscultation. Abdominal obesity has been
shown to be associated with increased inflammation in the
body and concomitant increased risk for several chronic
diseases. Palpation for tenderness, organ enlargement,
other masses (tumors or hernias), and femoral lymph
node enlargement is appropriate. Percussion and palpa-
tion of major arteries for bruits and pulse volume (specif-
ically abdominal aortic aneurysms, or weak pulses
indicative of arterial atherosclerosis) should also be per-
formed. Generally, the right upper quadrant is palpated
for evidence of liver, colon or gall bladder disease; and the
left upper quadrant is palpated for spleen or colon pathol-
ogy. Palpating the right and left lower quadrants is help-
ful for evaluation of colon disease.

B Genitourinary

* Men — this examination includes testicular, penis, and in-
guinal hernia evaluations, as well as previously mentioned
palpation of femoral pulses and for lymphadenopathy. This
part of the examination provides an opportunity for the ex-
aminer to discuss the merits of testicular and prostate can-
cer screening, and techniques for self-examination of the
testicles. This exam may be deferred if the patient prefers to
obtain these exams from his own primary care physician.

« Women - this examination includes vaginal and biman-
ual pelvic exams, the Pap smear, breast exam, and mam-
mography. This part of the examination provides an

opportunity for the examiner to discuss the merits of breast
and cervical cancer screening and techniques for self-ex-
amination of the breasts. This exam may be deferred if the
patient prefers to obtain these exams from her own primary
care physician or women’s health care facility.

B Rectal

The purpose of this procedure is to screen for rectal masses,
mucosal abnormalities such as hemorrhoids, anal fissures,
and cancerous lesions, and to detect prostate abnormalities
in men. All uniformed personnel shall receive annual dig-
ital rectal exams (DRE) for detection of lower intestinal
masses, prostate gland enlargement (men), atypical prostate
tenderness, or surface irregularities and nodules.

B Lymph Nodes

An examination of the lymph nodes for enlargement, ten-
derness, and mobility in the cervical, supraclavicular, in-
guinal, and the axillary regions is to be conducted.

B Neurological

The neurological examination for uniformed personnel
shall include a general assessment of mental status, cranial
nerve function, motor system, sensory system, cerebellar
function/coordination, balance and gait, and reflexes.

* Mental Status Exam — a general mental status exam fo-
cuses on orientation, memory (short and long term), and
judgment. If clinically indicated refer for psychiatric
and/or psychological evaluation for addition assessment.

Cranial Nerves Exam — a focused cranial nerve exam-
ination includes an emphasis on the senses. The cranial
nerve exam includes: CN1-smell (often omitted unless
history of head trauma or toxic inhalation); CN2-vision;
CN3-pupillary constriction; elevation of the eyelid;
extra ocular eye movements; CN4-extraocular eye
movement; CN5-jaw movement; CN6-extraocular eye
movements; CN7-muscles of the face; CN8-hearing
and balance; CN9-taste; pharynx movements; CN10-
movement and sensation in the oropharynx; CN11-
movement of the neck muscles; and CN12-tongue
movement. A more thorough evaluation may be neces-
sary if clinically indicated (e.g., headaches, dizziness/ver-
tigo, or syncope).

Peripheral Nerve Exam — peripheral nerve function is
assessed in the motor and sensory portions of the neu-
rological exam. Decreases and imbalances in muscular
power can predispose uniformed personnel to muscu-
loskeletal injuries. Thus, a general (motor assessment as
measured by a 0 to 5 subjective rating of power) is im-
portant as it pertains to safe and injury-free work per-
formance. The peripheral neurological examination is
usually continuous with the cranial nerve evaluation.
However, such peripheral motor, sensory, and reflex ex-
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aminations may be conducted in conjunction with the
musculoskeletal exam.

Motor — gait, heel-to-toe, and Rhomberg (feet to-
gether, arms outstretched, palms up and eyes closed)
screening examinations for cerebellar function must
be conducted. Muscle strength is tested in all major
muscle groups. Because of the physical demands on
fire fighters, any evidence of decreased muscle
strength (as measured on the standard 0-5 scale)
raises significant concerns regarding work perform-
ance and must be addressed.

Sensory — the examination includes pain, thermal
sensation, light touch, position, two point discrimi-
nation, and vibratory sensation testing. Thermal
evaluations are generally omitted if the pain exami-
nation is normal.

Reflexes — this examination includes the standard
evaluation of reflexes on a 0-4+ scale, including the
ankle, knee, bicep, tricep, and brachioradialis.

B Musculoskeletal

In addition to the motor assessment, the examiner inspects
and palpates for: structural asymmetries (e.g. areas of
muscular imbalance and atrophy); active range of motion
of all major joints (including the back); the sensation of
pain with any of the above; and a complete joint specific
examination where clinically indicated. Any muscu-
loskeletal limitations or areas of pain are important to
note, not only for the timely provision of physical therapy,
but to record those injuries that may be relevant to future
workers’ compensation, pension, or disability claims.

B Skin

The examiner shall inspect the skin for color, vascularity,
lesions, and edema. Careful examination of the skin for
abnormal/atypical nevi (moles) or other suspicious lesions
that could be cancerous (non-melanoma or melanoma
types) is critical. The clinician should have a low threshold
for referring a patient to a dermatologist when suspicious
or atypical changes are present. Also note any rashes, scars,
tattoos, or obvious evidence of trauma/injury (bruising,
excoriations, scraps, cuts, swelling, erythema, warmth, or
tenderness).

BODY COMPOSITION

Body composition differentiates between the relative
amounts of adipose tissue (fat) and lean body mass. Lean
body mass consists of muscle, bone, organs, nervous tis-
sue, and skin. Body fat is traditionally thought of as a pas-
sive tissue that serves to insulate and protect the body and
its organs, and as a reservoir for energy storage. Although
some body fat is considered essential, excess body fat in-
creases the workload and amplifies heat stress by prevent-

ing the efficient dissipation of heat when a person exer-
cises. In addition, added body fat elevates the energy cost
of weight-dependent tasks such as climbing ladders and
walking up stairs, also contributing to injuries and an in-
creased risk of many chronic diseases. Obesity is overtak-
ing smoking as the number one cause of preventable
deaths and is associated with an increase in almost every
chronic disease including but not limited to: cardiovascu-
lar disease, hypertension, dyslipidemia, heart failure, dia-
betes, several types of cancer, asthma and chronic lung
diseases, obstructive sleep apnea, dementia, arthritis, and
gastroesophageal reflux disease.

B Evaluation of Body Composition

Methods for evaluating body composition include: cir-
cumferential measurements, hydrostatic weighing, Bod
Pod, bioelectrical impedance analysis (BIA), skinfold
measurement, and body mass index (BMI).

The accuracy, reliability and practicality of these methods
vary. There is ongoing research on the most accurate and
consistent method for evaluating body composition. How-
ever, the WFI has selected the skinfold measurement eval-
uation as the preferred method of estimating body
composition.

M Distribution of Body Fat

Recent scientific research suggests that the distribution of
body fat is an important predictor of negative health out-
comes. Individuals with more intra-abdominal/visceral fat,
which is fat around abdominal organs, are at an increased
risk of hypertension, type 2 diabetes, dyslipidemia, coro-
nary artery disease, and premature death. This visceral adi-
pose tissue is metabolically different than subcutaneous
fat. Excessive abdominal fat, as revealed by waist circum-
ference measures, creates increased inflammation in the
body. This occurs because fat cells release pro-inflamma-
tory cytokines, cell signaling molecules that activate the
immune system, which ‘turns on’ an inflammatory cascade
at genetic and cellular levels, ultimately affecting the en-
tire body. This is important because current scientific re-
search links chronically increased inflammation to several
chronic disease states such as cardiovascular disease, pre-
diabetes/diabetes, cancer, and dementia, and others.

Thus, abdominal fat is no longer thought of as just a pas-
sive or inert reservoir for storing energy; it is an active en-
docrine organ, secreting many factors capable of
increasing systemic inflammation within the body. Expert
consensus indicates that a waist circumference measure-
ment, measured at the level of the iliac crests, that is greater
than 102cm (40 inches) in men, and 88cm (35 inches) in
women imparts a significant increase in the risk of chronic
disease, including cardiovascular disease. Obesity, and in
particular abdominal obesity, is a health risk that must be
managed aggressively.



ANNUAL LABORATORY ANALYSES

Prior to reporting to a physician for an annual medical ex-
amination, uniformed personnel may have their blood
drawn and urine sampled and analyzed at a designated
laboratory site. Having the lab results available at the time
of the physical exam will assist physicians in providing a
more thorough examination and allowing physicians to
address any concerns based on the laboratory results. If
blood is drawn and urine sampled during the annual ex-
amination, results are provided to physicians for a follow-
up and/or addressed in the Health Risk Appraisal.

B Blood Analysis

The following are components of the blood analysis. Ata
minimum, laboratory services must provide these com-
ponents in their automated chemistry panel (CMP) and
complete blood count (CBC) protocols. If laboratory tests
are not done prior to the scheduled physical examination,
laboratory tests will be drawn at the time of the medical
examination.

Blood drawn for medical analysis will not be used for
drug screening at any time.

The minimum blood analysis to be conducted as a part of
the annual medical examination, includes: white blood cell
count (with differential); platelet count; red blood cell
count (hemoglobin and hematocrit; liver enzymes (AST,
ALT, LDH) and function (alkaline phosphatase, bilirubin,
albumin) tests; glucose — fasting; creatinine and glomeru-
lar filtration rate (GFR); blood urea nitrogen; sodium;
potassium; carbon dioxide; total protein; calcium; lipids
(cholesterol and triglycerides) — fasting

» White Blood Cell Count

White blood cells (WBC) are an important part of the
body’s immunologic system. The role of white blood cells
is to help the body defend itself against infection.

An elevated WBC count may suggest an acute bacterial or
viral infection, various leukemias, acute blood loss, renal
failure, pregnancy, or an inflammatory disorder (such as in-
flammatory bowel disease), or it may indicate the effects of
acute severe emotional/physiological (e.g., burns, trauma)
stress on an individual. Situations where the WBC count is
low can include: chronic viral or bacterial infection, acute
leukemias, immunosuppressive disorders (e.g., HIV), au-
toimmune diseases (e.g., lupus), chemical and heavy metal
toxicities, drug effects (e.g., some antibiotics and analgesic
medications), and perhaps chronic emotional stress (which
could be construed as ‘normal’ depending on the circum-
stances of the individual). The WBC differential helps to
determine the significance of an abnormal WBC count.

* Differential

The WBC differential identifies relative amounts of differ-
ent types of white blood cells and helps to identify differ-
ent clinical problems. For instance, a high neutrophil count
might indicate: an acute bacterial infection; presence of
immature neutrophils (bands) could mean acute leukemia;
excess eosinophils may indicate a parasitic infection or al-
lergic reaction; or an increase in lymphocytes may indi-
cate a chronic inflammatory condition, infection or
chronic type of leukemia.

* Red Blood Cell Count

The purpose of red blood cells is to carry oxygen to the body’s
tissues. The routine measures of the blood’s oxygen carrying
capacity are hemoglobin and hematocrit. An increase in the
number of RBC’s may indicate dehydration, a myeloprolifer-
ative disorder called polycythemia, or conditions of hypoxia
such as emphysema and smoking. Decreased levels may in-
dicate anemia, acute blood loss, or hemodilution.

* Platelet Count

Platelets are essential to the bloods ability to properly clot.
Abnormally low platelet counts, known as thrombocy-
topenia, may be caused by a decrease in production possi-
bly stemming from bone marrow suppression, clumping
or destruction of platelets from sequestration in the tiny
capillaries of the spleen. High platelet counts are associ-
ated with myeloproliferative disorders such as poly-
cythemia, essential thrombocytosis, or chronic
myelogenous leukemia.

* Liver Enzymes and Function Tests

The following liver assessment tests are used primarily to
detect and monitor liver disease. These tests measure ei-
ther liver injury (enzymes, also referred to as liver transam-
inases) or liver function. An increasingly common cause
of elevated liver enzymes is fatty infiltration of the liver,
due to obesity, referred to as ‘non-alcoholic fatty liver dis-
ease. Abnormal results are caused by many other medical
conditions or medical treatments.

Aspartate aminotransferase (AST) — is distributed
through many tissue types with high concentrations
in liver, heart, skeletal muscle, and kidney. It is ele-
vated in liver conditions of infection (hepatitis), ob-
struction (e.g., gall bladder stones), cirrhosis, fatty
infiltration, myocardial stress (acute M, infection,
heart failure), skeletal muscle trauma or vigorous ex-
ercise, medication use (e.g., acetaminophen or isoni-
azid), or alcoholism. Low levels are due to vitamin
B6 deficiency, renal failure, or protein deficiency/mal-
absorption.

Alanine aminotransferase (ALT) — is typically ele-
vated in liver disease, although there are small
amounts of this enzyme in heart, kidney, and muscle
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tissues. It is more liver specific than is AST. Typically
alcoholism, hepatitis, obstructive jaundice, liver can-
cers, cirrhosis, acute MI, trauma to skeletal muscle,
and salicylate (ASA) toxicity can cause ALT elevation.

Lactate dehydrogenase (LDH) — is an enzyme present
in all cell types and is released when they are damaged. It
is elevated in liver disease, malignancy, hemolytic anemia
(rupture of red blood cells), pulmonary infarct, muscu-
lar or myocardial injury, or trauma.

Alkaline phosphatase (Alk Phos) — is present in high
concentrations in growing bone and in bile. It is ele-
vated in diseases involving the liver, especially any dis-
ease process that impairs bile formation or flow (e.g.,
hepatic duct blockage with stones, metastatic carci-
noma of liver), thus it is a liver ‘function’ test. Diseases
of the bone (e.g., bone metastases, Paget’s disease, 0s-
teomalacia, rickets, hyperparathyroidism, healing frac-
ture, or myositis ossificans) also increase this enzyme.
Decreased levels might indicate hypothyroidism, very
low fat/low protein diets, zinc deficiency, excessive vi-
tamin D intake, or blood type A.

Bilirubin — is formed when RBC’s break down and
release their bilirubin (heme metabolism), which is
then conjugated in the liver for excretion in the bile.
High levels of bilirubin in the blood may be due to ab-
normalities of formation, transport, metabolism, and
excretion. This makes bilirubin a liver ‘function’ test.
Jaundice results from high bilirubin concentrations in
the serum. Elevated bilirubin levels are classified as un-
conjugated or conjugated hyperbilirubinemias. Un-
conjugated (indirect) hyperbilirubinemias are caused
by: increased bilirubin production (e.g., hemolytic ane-
mias or reactions); impaired bilirubin uptake by the
liver (due to certain drugs); or impaired conjugation
(Gilbert’s disease is a common cause of elevated biliru-
bin which is caused by a decreased level of a conjuga-
tion enzyme). Conjugated (direct)
hyperbilirubinemias result from: impaired excretion of
bilirubin from the liver due to hepatocellular disease
(hepatitis, cirrhosis); intrahepatic cholestasis (block-
ages within the liver) from drugs, sepsis, and heredi-
tary cholestatic syndromes; or extrahepatic biliary
obstruction.

Albumin — is a protein made by the liver, thus it is a
liver ‘function’ test. Decreased levels of albumin can be
the result of: liver disease or dysfunction (e.g., hepatitis,
cirrhosis, necrosis, fatty liver); malnutrition; malab-
sorption; alcoholism; some chemical and heavy metal
toxicities; systemic infections; chronic inflammation;
insulin resistance; obesity; autoimmune diseases; renal
diseases (nephrotic syndrome, glomerulonephritis);
congestive heart failure; overhydration; leukemia; or

pregnancy. Albumin may be high with dehydration,
shock, and prolonged tourniquet use during venipunc-
ture, and with steroid therapy.

* Glucose

Glucose in adequate levels is essential for all normal body
functions. Cells use glucose as a fuel substrate for the pro-
duction of adenosine triphosphate (ATP), the basic source
of energy used in all metabolic reactions — both anabolic
(synthetic reactions that convert simple molecules into larger
more complex molecules) and catabolic (reactions that
breakdown or degrade larger molecules into simpler ones).
Insulin is a hormone that regulates glucose metabolism.
Diabetes results from a lack of insulin, a lack of sensitivity
to insulin or both. Blood glucose may be tested in a multi-
step process to determine if one has diabetes or is at risk of
developing diabetes. Fasting blood glucose levels are easier
to interpret than are random levels although both meas-
urements may be useful in the diagnosis of diabetes.

e Creatinine (Cr)

This is a measure of renal function. It is a product of mus-
cle metabolism that is produced in the blood stream at a rel-
atively constant rate and cleared by renal excretion. The
kidney filters blood through millions of sieves, glomeruli,
which retain essential components of the blood in the body
followed by selectively reabsorbing anything that was missed
by the glomeruli in the renal tubules. Creatinine is freely fil-
tered by the kidney and not reabsorbed by the renal tubules.
It is not a perfect indicator of renal function as other factors
can alter serum creatinine measurement. Conditions caus-
ing elevation of creatinine include: the use of drugs, such as
aspirin, cimetidine, trimethoprim, cephalothin, and cefox-
itin; ketoacidosis; and increased protein intake or muscle
mass. Conditions causing decrease of creatinine include: ad-
vanced age due to physiological decrease in muscle mass;
cachexia, due to pathological decrease in muscle mass caused
by cancer and malnutrition; and liver disease, due to a de-
crease in hepatic creatinine synthesis and cachexia.

» Glomerular Filtration Rate (GFR)

This is the best index of overall kidney function and is a
more sensitive, and early, indicator of kidney dysfunction
than creatinine alone. Creatinine clearance, done with 24
hours of urine collection, is the usual means of estimating
GFR. Urine collection for a full 24 hours is impractical for
patients and prone to error. Many laboratories now estimate
GFR using the modified MDRD GEFR equation which uses
the patient’s age, gender, race, and measured serum creati-
nine level. This estimate of GFR is often included with the
serum creatinine on the laboratory results chart.

* Blood Urea Nitrogen (BUN)

Urea is another useful index of renal function. It is syn-
thesized mainly in the liver and is the end product of pro-
tein catabolism. The kidney excretes this nitrogenous waste



product of protein catabolism. Kidney damage reduces its
excretion and is a marker of renal failure and disease.

Urea is freely filtered by the kidney with approximately 30-
70 percent being reabsorbed in the renal tubules, but is de-
pendent upon the hydration status of the individual. The
reabsorption of urea may be decreased in well-hydrated in-
dividuals, causing a low BUN level; whereas dehydration
causes increased reabsorption causing a higher BUN level, as
is often seen after a prolonged fast with little water intake.

A normal BUN: creatinine ratio is 10:1; with dehydration the
ratio can increase to 20:1 or higher. There are conditions
other than renal disease that affect BUN, independently of
GFR. Circumstances which could increase BUN include:
conditions that reduce the effective circulating blood volume
(e.g. dehydration, congestive heart failure, or acute blood
loss/shock); catabolic states (e.g. gastrointestinal bleeding or
corticosteroid use); high protein diets; and drugs such as
tetracycline, analgesics, or Naiads. Circumstances which
could decrease BUN include: liver disease; malnutrition, low
protein diet and cachexia; and over hydration.

* Sodium

Sodium is an important electrolyte in the body. Abnormal
serum sodium does not necessarily mean a problem with the
sodium ion balance, but is most often due to abnormal water
balance, generally associated with abnormal serum osmolal-
ity and shifts of water across the cell membrane. The most
common and complicated disturbance of sodium is hy-
ponatremia, low sodium concentration. Generally it results
from water imbalance, not sodium imbalance; and its differ-
ential diagnosis starts with measurement of the patient’s
serum osmolality as low, normal, or high, then determina-
tion of their extracellular fluid volume as low, normal, or
high. The most common reasons for hyponatremia can in-
clude situations where the patient’s serum osmolality is low
and their volume status is low or normal. If their volume
status is low, hypovolemia, it may be the result of: dehydra-
tion; vomiting; or diarrhea which causes extrarenal salt
losses; certain medications such as diuretics and ACE in-
hibitors, or in aldosterone deficiencies. If volume status is
normal, hyponatremia is usually due to the syndrome of in-
appropriate antidiuretic hormone secretion (SIADH). Pa-
tients who are hypervolemic, in edematous states, with
hyponatremia have congestive heart failure, liver disease,
nephritic/nephrotic syndrome, or advanced renal failure.

Hypernatremia, high sodium concentration, occurs most
commonly when free water intake has been inadequate.
This is not an exhaustive list of causes for hypo/hyperna-
tremia and specialist consultation may be appropriate.

* Potassium

Potassium is another important electrolyte in the body, with
95 percent of potassium residing inside cells. The plasma
potassium concentration is maintained in a narrow range
through two main regulating mechanisms: potassium shift
between intracellular and extracellular compartments; and
modulation of renal potassium excretion. Potassium levels
may be elevated, known as hyperkalemia, in patients taking
certain medications that inhibit potassium excretion: ACE
inhibitors, angiotensin receptor blockers, potassium spar-
ring diuretics, or their combination. Other medications that
can cause hyperkalemia include: NSAIDs, trimethoprim,
tacrolimus, and heparin. Otherwise the causes of hyper-
kalemia involve clinical situations where there is: decreased
excretion of potassium, shift of potassium out of cell, spu-
rious causes or if there is excessive intake of potassium.

Low potassium levels, called hypokalemia, in situations
where there is decreased potassium intake, potassium shift
into the cell (alkalosis, excess insulin, or trauma), renal
potassium loss (aldosterone deficiency, therapy with di-
uretics such as furosemide and thiazides, hypomagne-
semia, renal tubular acidosis), or if there is extarenal
potassiumloss (vomiting, diarrhea, or laxative abuse). This
is not an exhaustive list of causes for hyper/hypokalemia
and specialist consultation may be necessary.

e Carbon Dioxide (Bicarbonate)

Carbon dioxide levels are an indicator of the acid-base sta-
tus of the patient. The measurement of venous carbon
dioxide is actually a direct determination of the bicarbon-
ate anion concentration. Therefore, for clinical purposes
the total carbon dioxide content is equivalent to the bicar-
bonate anion concentration. Disturbances in acid-base bal-
ance can be caused by a variety of primary metabolic and
respiratory disorders (more acute situations), or they can be
due to a combination of the two (in more chronic situa-
tions where there has been compensation for the primary
disorder). Primary respiratory disorders affect blood acid-
ity by causing changes in the arterial partial pressure of car-
bon dioxide, and primary metabolic disorders are indicated
by changes in the bicarbonate anion concentration. The
medical workup of the patient with an acid-base disorder
is complicated and may require specialist consultation.

* Total Protein

Total protein is a measure of the total proteins in the serum
(albumin and globulins). Plasma also contains fibrinogen
protein so if the lab result is high, ensure that the serum
was measured and not the plasma. Total protein levels can
be elevated in chronic infection, chronic liver disease, al-
coholism, dehydration, multiple myeloma, lymphoma,
and some autoimmune diseases. Levels are low in malab-
sorption, malnutrition, severe liver disease, chronic renal
failure, nephrotic syndrome, overhydration, and protein
losing states.
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* Calcium

Calcium is measured in the serum or plasma and is re-
quired for normal muscle contraction and nerve function.
It is the ionized calcium in blood that is usually measured,
and any variation from the normal range is usually highly
significant. Calcium is usually elevated, known as hyper-
calcemia, due to primary hyperparathyroidism or a ma-
lignancy (e.g., multiple myeloma, lymphoma, or tumors
that secrete PTH). These two reasons account for 90 per-
cent of all cases of high calcium. Other causes of hyper-
calcemia are: increased intake or absorption of antacids or
excess vitamin D or A; other endocrine diseases such as
adrenal insufficiency, or pheochromocytoma; sarcoidosis;
Paget’s disease of the bone; drugs such as thiazide diuret-
ics or lithium; and conditions leading to immobilization.

Ionized calcium may be low, hypocalcemia, in conditions
where there is insufficient action of PTH (e.g., hypoparathy-
roism) or active vitamin D. The most common cause for low
total calcium is low albumin states (where correction, by the
lab or with a formula, of the serum calcium concentration is
needed to accurately reflect the ionized calcium concentra-
tion). The most common cause of hypocalcemia is renal fail-
ure due to decreased production of vitamin D. Other
important causes include: decreased intake from malab-
sorption or vitamin D deficit; increased loss resulting from
diuretics or alcoholism; hyperphosphatemia; and sepsis. The
medical workup of the patient with hyper/hypo-calcemia can
be complicated and may require specialist consultation.

* Lipid Tests

A full lipid panel is a critical component of the laboratory
testing profile for the WFI. In the general population, a
positive correlation between plasma cholesterol and coro-
nary risk has been well documented. Fire fighters are at
an even higher risk of cardiovascular events in the course
of their duty, especially during fire suppression. Among
fire fighters, almost half of line-of-duty deaths can be at-
tributed to cardiovascular events. Hypercholesterolemia is
one of the major modifiable risk factors in efforts to pre-
vent coronary artery disease and cardiovascular events.

Total Cholesterol — cholesterol belongs to a larger fam-
ily of biological chemicals called lipids (fats). Because it
is such a critically important substance, a complex car-
rier system has developed to move cholesterol through
the entire body. This system consists of a number of
proteins that bind to cholesterol and transport it to
where it is needed. Cholesterol, a lipid, when bound to-
gether with one of these carrier proteins, is called a
lipoprotein. Both total cholesterol and carrier proteins
can be measured in blood samples. When looking at
total serum cholesterol levels, the risk of developing ath-
erosclerotic coronary vascular disease increases as the
total cholesterol level increases.

Low Density Lipoprotein (LDL-C) level — LDL-C is
45 percent cholesterol by weight and is the major carrier
of cholesterol to the body’s tissues. Since LDL can de-
liver too much cholesterol to the wrong places (like the
heart arteries) resulting in cholesterol plaque build-up,
people often refer to this as a bad cholesterol.

High Density Lipoprotein (HDL-C) level — HDL-
C is 30 percent cholesterol by weight and is involved
in reverse transport of cholesterol away from body tis-
sues and out of the body. HDL cholesterol removes
excess cholesterol from the arteries, helping to prevent
the build-up of cholesterol plaques. Because this
lipoprotein appears to remove excess cholesterol, it is
often referred to as the good cholesterol.

Total Cholesterol/HDL Ratio — TC/HDL-C ratio
gauges relative risk of cardiovascular disease. The im-
portance of the protective effect of HDL cholesterol is
emphasized by this ratio. The total cholesterol level
may be within a normal range but combined with low
HDL cholesterol level, the ratio indicates the individ-
ual is at a higher risk than someone with normal total
cholesterol and a normal HDL level.

While cholesterol tests are part of the annual examination,
the WFI strongly recommends that a fasting lipid profile
be conducted at least once every five years. Further, a non
fasting total cholesterol > 200 or HDL cholesterol < 40 in-
dicates the need for a fasting lipid profile.

Risk factors for cardiovascular disease that need to be con-
sidered in the interpretation of results and in further de-
termining additional fasting lipid profile testing include age
> 45 years for males and > 55 years for women, current cig-
arette smoking, hypertension, HDL cholesterol below 40
and a family history of premature coronary heart disease
defined by a definite myocardial infarction or sudden death
before age 55 years in a male first-degree relative and before
age 65 in a female first-degree relative. A desirable LDL level
in individuals without identifiable coronary heart disease is
< 160 mg/dl with zero risk factors and < 130 mg/dl for two
or more risk factors. The desirable LDL cholesterol level
for those individuals with known coronary artery disease or
risk equivalents including symptomatic carotid artery dis-
ease, peripheral arterial disease, abdominal aortic
aneurysm, and diabetes mellitus is < 70 mg/dl.

Given the increased physiological demand imposed by the
fire service, cholesterol lowering therapy including lifestyle
modification and medication when necessary is recom-
mended for the achievement and maintenance of desired
cholesterol levels.



B Metabolic Syndrome

Metabolic syndrome also referred to as syndrome X, insulin
resistance syndrome, and pre-diabetes, is characterized by
dysfunctional metabolic factors probably linked by a com-
mon underlying mechanism. From a clinical standpoint,
diagnosing the metabolic syndrome identifies individuals
who are at increased risk for cardiovascular disease, in-
cluding coronary heart disease, stroke, and peripheral ar-
tery diseases and/or type 2 diabetes.

Metabolic syndrome is characterized by a clustering of risk
factors for cardiovascular disease that include: insulin re-
sistance (reduced cellular insulin action); abdominal obe-
sity; atherogenic dyslipidemia (changes to lipids that
promote atherosclerosis which include a combination of
elevated triglyceride levels and atherogenic low-density
lipoprotein (LDL) cholesterol particles; and low levels
high-density lipoprotein (HDL) cholesterol); hyperten-
sion; hyperuricemia (high serum uric acid); a prothrom-
botic state (enhanced blood clotting); and a
proinflammatory state (increased systemic inflammation).
While many factors such as insulin resistance, abdominal
obesity, physical inactivity, hormonal imbalances, and a
poor diet are likely the prime factors in the development of
metabolic syndrome, genetic factors (especially family his-
tory of type 2 diabetes) also play a role in its pathogenesis.

Individuals with metabolic syndrome are at increased risk
for the development of coronary heart disease and other
diseases related to plaque buildup in artery walls, such as
stroke and peripheral vascular disease, as well as type 2 di-
abetes mellitus. Prospective population studies show that
compared to individuals without metabolic syndrome,
those who have it are at least double the relative risk for
cardiovascular disease events, and a 5-fold increase in the
risk of developing type 2 diabetes.

Therefore, it is important to identify those with metabolic
syndrome and refer for treatment. The metabolic syn-
drome is identified by the presence of three or more of the
following components[4]: abdominal obesity defined as a
waist circumference >102 cm (>40 in) in men or >88cm
(>35 in) in women,; triglycerides 2150 mg/dL; HDL cho-
lesterol <40 mg/dL for men or <50 mg/dL for women;
blood pressure >2130/85 mmHg; and fasting glucose =110
mg/dL.

B Heavy Metal and Special Exposure Screening
Baseline testing for heavy metals and special exposures
may be performed under special circumstances, such as
hazardous materials exposures; recurrent exposures; other
known exposures; or where under federal, state, or provin-
cial regulations requires it, such as OSHA standards.

The following screenings may be utilized: urine screen as-
sesses exposure to arsenic, mercury and lead; blood screen

for lead and zinc protoporphyrin assesses exposure to lead;
testing and screening for specific exposure or other heavy
metal screens may include aluminum, antimony, bismuth,
cadmium, chromium, copper, nickel and zinc; and special
blood testing may be ordered for organophosphates, RBC
cholinesterase, or other toxic exposures such as blood
screening for exposure to PCBs.

B Urinalysis
Urinalysis will include both dip stick and/or laboratory
microscopic evaluations.

The urine sample received for this analysis is not in-
tended to be and will not be used for drug or alcohol
use screening at any time.

* Dip Stick Urinalysis
pH — is the relative acidic or basic state of the urine
can be an indication of infection or chemical expo-
sure.

Glucose — excess glucose is seen in diabetes and
renal tubule disease.

Ketones — are abnormally elevated in uncontrolled
diabetes, alcoholism, starvation, dehydration, and
with some weight reducing diets.

Protein — protein levels in urine can be elevated in
kidney or urinary tract diseases including cancers.
The clinical significance of elevated protein on dip-
stick can be determined by performing a 24-hour
urine test.

Blood — dip sticks detect hemoglobin from lysed
red blood cell and myoglobin. Levels can be elevated
with hemolytic anemias, infections, kidney stones,
tumors, dehydration, muscle breakdown, and renal
disease due to tuberculosis, trauma, glomeru-
lonephritis, or cancer.

Bilirubin — dip sticks may be positive for bilirubin
in liver disease, the breakdown of red blood cells,
and gallbladder obstruction.

* Microscopic Urinalysis
This includes evaluation for white blood cells (WBC), red
blood cells (RBC), WBC casts, RBC casts, and crystals. This
testing helps to differentiate various kidney and urinary
tract diseases or trauma.

VISION EVALUATION

Assessment of vision must include evaluation of distance,
near, peripheral, and color vision. Near visual loss, presby-
opia, is common in adults and increases in prevalence with
increasing age usually from the mid to late 40s on. Com-
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mon visual disorders affecting adults include cataracts,
macular degeneration, glaucoma, and diabetic retinopathy.

The visual evaluation must include: visual acuity screening
for both far vision acuity and near vision acuity; eyes must to
be tested separately; vision testing to determine both uncor-
rected and corrected visual acuity; color vision testing must be
assessed using color plates, such as Ishihara plates; when pe-
ripheral vision evaluations are indicated, protocols specific to
the test apparatus, not objects in the field, must be utilized.

HEARING EVALUATION

By nature of their occupation, uniformed personnel are at
an increased risk for noise-induced hearing impairment at
an earlier age. Baseline and annual audiograms are to be
performed on all uniformed personnel. To establish trends
in hearing acuity, current audiogram must be compared
with all previous audiograms, including the baseline. Test-
ing must be done in an ANSI-approved soundproof booth.
Pure tones are presented at various intensities until a
threshold is established. For the purposes of database col-
lection, the following frequencies are tested: 500 Hz, 1000
Hz, 2000 Hz, 3000 Hz, 4000 Hz, 6000 Hz and 8000 Hz.

In addition, pure tone threshold testing must be per-
formed separately in both ears and participants must not
use hearing aids during testing.

PULMONARY EVALUATION

B Spirometry

A baseline spirometry must be established in all uniformed
personnel who may be required to wear breathing apparatus.
A baseline is useful in individuals who have a history of res-
piratory health problems to use for later comparison. Base-
lines can also be used in individuals without respiratory
disease who later develop respiratory impairment again for
comparison purposes. Results can vary depending on pa-
tient’s effort, maximum effort is required, and proficiency of
the test administrator, please note the technician perform-
ing this test must be certified in the procedure. The mem-
ber’s age, height, gender, and race/ethnicity is used by the
technician to optimally calculate and interpret spirometry
results. Significant deterioration, greater than 15 percent
from the previous year’s test indicates further evaluations.

* Spirogram

Only a spirogram that is technically acceptable and
demonstrates the best effort by an individual should be
used to calculate Forced Vital Capacity (FVC) or Forced
Expiratory Volume (FEV ().

Forced Vital Capacity (FVC) — if the FVC is lower
than 80 percent of predicted, this may indicate ob-
structive lung disease, restrictive lung disease, or
mixed obstructive and restrictive pulmonary disease.

Forced Expiratory Volume (FEV ) — if the FEV | is
lower than 80 percent of predicted, this may indicate
obstructive, restrictive, or a mixed pattern of ob-
structive and restrictive pulmonary disease.

FEV1/FVC Ratio — can suggest the presence of the
following pulmonary diseases: obstructive lung dis-
ease if the FEV/FVC ratio is less than 75 percent of
predicted; mixed pattern disease if the FEV;/FVC
ratio is between 75 — 85 percent of predicted and
both FEV and FVC are reduced; or restrictive lung
disease if FEV|/FVC ratio is greater than 85 percent
of predicted and both FEV| and FVC are reduced.

Annual spirometry is the only cost effective screening test.
The following respiratory tests are used when indicated to
further evaluate suspected abnormal conditions and are
performed in specialized laboratories.

* Peak Expiratory Flow Rate

A low PEFR may indicate obstructive or restrictive lung
disease entities such as asthma or chronic obstructive pul-
monary disease (COPD), but is most useful as a simple
measurement to monitor asthmatic response to therapy.
PEFR can be used at home or work to objectively docu-
ment a patient’s symptomatic complaints.

* Pre/Post Bronchodilator

Obstructive disease and mixed obstruction/restriction
usually, but not always, responds to a bronchodilator. Re-
strictive diseases typically do not respond to a bron-
chodilator. Repeat spirometry after bronchodilator
treatment may provide useful information, but is not re-
quired for data collection purposes.

° DLCO

A measurement of diffusing capacity of carbon monoxide.
Low Dy CO, less than 70 percent, is seen in interstitial re-
strictive lung diseases (e.g., asbestosis and sarcoidosis),
chronic CO intoxication, and obstructive lung disease, less
than 60 percent emphysema. Dy CO is not reduced in bron-
chitis or asthma.

* Lung Volumes
Are low in restrictive diseases, interstitial or chest wall, and
are high in obstructive diseases especially with emphysema.

M Initial Baseline Chest X-Ray

A baseline chest X-ray is required and useful for an indi-
vidual with a history of respiratory problems or symp-
toms. It is also useful in healthy individuals for later
comparison in the event that disease develops.

B Repeat Chest X-Ray
Unless medically indicated, all uniformed personnel are
recommended to have a repeat chest X-ray every five years.



The use of chest x-rays in surveillance activities in the ab-
sence of significant exposures, symptoms, or medical find-
ings has not been found to reduce respiratory or other
health problems. Among uniformed personnel, chest X-
ray abnormality may indicate pneumonia, tuberculosis,
lung cancer, or other occupational lung disease.

AEROBIC/CARDIOVASCULAR EVALUATION

B Resting ECG

A resting 12-lead ECG shall be performed annually. It can
be useful to diagnose disturbances in rhythm, presence of
conduction defects (e.g., heart blocks), or indications of is-
chemic heart disease (e.g., ST segment depression or eleva-
tion, T-wave inversions, or Q-waves). Further investigation
may be necessary if any abnormality is seen, or if there is a
significant change in the ECG from the previous year(s).

B Aerobic/Cardiopulmonary Testing

A cardiopulmonary test shall be done annually, using ei-
ther a maximal test under the supervision of a physician or
a submaximal test using WFI protocols.

The maximal cardiopulmonary test with ECG is per-
formed in a medical facility with proper monitoring by a
physician and available resuscitation equipment.

Cardiopulmonary/aerobic tests with heart rate monitor-
ing, rather than ECG monitoring, are conducted on a
treadmill or stairmill using the validated protocols con-
tained in Appendix A. Diagnostic information and a cal-
culated VO, is obtained from these submaximal tests.

CANCER SCREENING

Appropriate screening examinations: skin, clinical breast
examination, Pap smear, testicular, examination, Digital
Rectal Exam (DRE), Fecal Occult Blood Testing (FOBT),
colonoscopy, and bladder cancer examination must be con-
ducted with the annual examination or as indicated below.
When such examinations are carried out on a member of
the opposite sex or if the member requests, a second health
care worker chaperone should be in the room for patient
support and medico-legal reasons. Uniformed personnel
may, however, choose to have such exams performed by an
outside physician. When uniformed personnel use their
own physicians for cancer screening examinations, results
need to be forwarded to the fire department physician for
inclusion in the fire department confidential medical file.

B Skin Exam

Both melanoma and non-melanoma skin cancers are com-
mon and are increasing in incidence. Skin cancer must be di-
agnosed in a timely manner to ensure successful treatment
and maximize cure rates. Comprehensive inspection of the
skin, especially in sun exposed areas, is necessary. Inform the
patient that taking a photograph of their own skin (especially
their back) can help when comparing specific nevi (moles)

or assessing for new or atypical lesions over time. Any suspi-
cious lesions shall be referred for dermatological assessment.

B Breast Examination

Breast cancer is the most common type of cancer in
women and second leading cause of cancer death in
women, after lung cancer. Breast cancer incidence and
mortality rates increase with age. An annual clinical breast
examination is required. Self examination should be en-
couraged, and educational information should be made
available to interested patients.

B Mammogram

Annual mammography screening shall be performed on
all women uniformed personnel beginning at age 40.
Women uniformed personnel with a family history of
breast cancer or other personal risks shall be provided with
appropriate individualized recommendations for breast
cancer screening, such as genetic screening or breast MRI.
Women uniformed personnel may wish to have an ongo-
ing clinical association with a women’s health provider.

B Pap Smear

Annual Pap smear screening is recommended to screen for
cervical inflammation or cervical cancer. The incidence
of invasive cervical cancer has been estimated to have de-
creased 70 percent by screening. In addition to the Pap
test — the main test for cervical cancer — the human pa-
pillomavirus (HPV) test may be used for screening women
aged 30 years and older, or if indicated at any age for those
who have unclear Pap test results.

B Testicular Examination

Testicular cancer represents 1 percent of all cancers in men.
It remains the most common cancer in Caucasian men 20
to 34 years old. In general, an excellent prognosis exists
with early detection and treatment. Self examination
should be encouraged, and educational materials should
be made available to interested patients.

B Prostate Specific Antigen (PSA)

Prostate cancer is the second most common type of can-
cer in men, after skin cancer. The PSA test is a screening
test for prostate cancer. Male uniformed personnel who
are considered to be at an increased risk for prostate can-
cer, such as those who have a family history of prostate
cancer or are of African-American heritage, shall have a
PSA test annually beginning at 40 years old. All other male
uniformed personnel shall have annual PSAs beginning at
50 years old. Several non-cancerous conditions might re-
sult in elevated PSA levels including benign prostatic hy-
pertrophy (BPH) and inflammation, or recent prostate
gland stimulation resulting from a DRE or ejaculation.
Current consensus also highlights the importance of meas-
uring and comparing PSA results over time, known as PSA
velocity, where an increase over time would indicate higher
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risk for prostate cancer, the magnitude of this increase
where risk is increased should be in accordance with cur-
rent national urological association guidelines.

B Digital Rectal Examination (DRE)

Any abnormal DRE for male uniformed personnel which
could be suggestive of cancer, even if PSA is in a normal range,
should be referred to an urologist for a diagnostic workup.

B Fecal Occult Blood Testing

Fecal occult blood testing is used to screen for colorectal can-
cer. Testing is done annually in conjunction with the DRE. It
is done either in the clinician’s office using a stool guaiac card
or with stool specimens collected by the patient at home that
are applied to the guaiac cards and later analyzed by a labo-
ratory. Multiple different stool samples, usually three, from
different days can increase the sensitivity of this colorectal
cancer screening test. Diet restrictions do apply to this test.

m Colonoscopy

Uniformed personnel are exposed to a variety of particulate
materials, chemicals and asbestos which can increase the risk
for colon cancer. Colonoscopies are used to examine the full
lining of the colon and rectum. During the colonoscopy other
minor procedures including polyp removal or excising a small
piece of tissue for biopsy may be performed. Colonoscopies
shall be conducted on all uniformed personnel at 40 years old
and repeated every five years. A colonoscopy shall also be per-
formed, regardless of age or schedule, when FOB results are
positive or when there is a consistent change in bowel habits.

B Bladder Cancer Test

As the body absorbs cancer-causing chemicals, they are trans-
ferred to the blood, filtered out by the kidneys, and expelled
from the body in urine. High concentrations of chemicals in
urine can damage the endothelial lining of the bladder and
increase the risk of cancer. Because fire fighters are regularly
exposed to smoke and chemical fumes, they may be at an in-
creased risk for transitional cell carcinoma (TCC), a cancer
of the bladder. Urine is evaluated annually for blood (hema-
turia), nuclear matrix protein 22 (NMP22) or for telomerase,
an enzyme found in bladder cancer cells. Positive dipstick for
hematuria, telomerase or NMP22 may indicate referral for
upper tract imaging, cystoscopy and urine cytology.

IMMUNIZATIONS

Uniformed personnel must receive, or provide documen-
tation of having received the following vaccinations: Hep-
atitis A, Hepatitis B, Tetanus/Diphtheria, Pertussis,
influenza, MMR, Polio, and Human Papillomavirus
(HPV). Pneumovax should be considered for individuals
with appropriate risk factors

B Hepatitis A
Formalin inactivated vaccines made from attenuated HAV
strains have been shown to be immunogenic, safe, and

highly effective in preventing Hepatitis A. Previous rec-
ommendations only included vaccinations for “high risk”
uniformed personnel (e.g., HazMat, USAR, and SCUBA)
and those uniformed personnel who are Hepatitis C pos-
itive or have exposure to contaminated water. However,
since all uniformed personnel are potentially exposed to
contaminated water via floods or accumulated water from
fire suppression, all uniformed personnel shall be vacci-
nated. The vaccine is 99-100 percent effective, so serum
titers after vaccination are not recommended.

A new combined Hepatitis A and B vaccination is now avail-
able. Immune globulin (IG) contains anti-HAV with antibody
concentration sufficient to be protective. It is to be adminis-
tered to uniformed personnel who have not been previously
vaccinated before exposure or during the early incubation pe-
riod. Immune globulin may not prevent infection, but will
weaken the effects and may render the infection inapparent.

B Hepatitis B

Uniformed personnel, by the nature of their occupation,
are considered high risk and are therefore required to have
this vaccine. The vaccine is effective in preventing HBV in-
fection. Among the less than 90 percent who develop ade-
quate antibody levels after the third dose, vaccine
effectiveness is virtually 100 percent. Although antibody
levels decrease with time, people with normal immune sys-
tems continue to be protected from infection.

Despite the decline of antibody levels with time, routine
booster doses and serologic monitoring are not presently rec-
ommended for patients with normal immune status. Booster
doses are not recommended if a previously vaccinated per-
son with documented immunity is exposed to a known
source and if the antibody is now inadequate. Nevertheless,
HBV booster can be administered, depending on the proto-
col. If vaccination was not successful, then hepatitis B gam-
maglobulin must be administered after each exposure. If
initial vaccine doses are not sufficient, up to three additional
doses can be administered. The following factors — male,
over 40 years old, smoker and obesity — are associated with
difficulty in HBV antibody conversion following vaccination.

B Tetanus/Diphtheria

Tetanus and diphtheria occur almost entirely in unimmu-
nized or incompletely immunized persons. Case fatality
rates for tetanus are as high as 30 percent and as high as 5
to 10 percent for diphtheria. Immunization records of
prior vaccinations are required. Uniformed personnel shall
be given tetanus/diphtheria boosters every ten years. For
certain high risk wounds, a booster shall be given if five
years have elapsed since the last vaccine. Epidemiological
studies have indicated that adult immunity to pertussis,
whooping cough, is waning. A convenient way to prevent
outbreaks of pertussis is to administer a combination
Tetanus/Diphtheria/Pertussis vaccine (TDAP).



N Influenza

The influenza vaccine is 30-40 percent effective in pre-
venting clinical illness and 80 percent effective in prevent-
ing death in older adults. Uniformed personnel are in
close contact with the public and live in close quarters
while on duty and therefore the vaccine is required and
must be provided annually, early fall through early winter,
for all uniformed personnel.

B Measles, Mumps, Rubella (MMR)

Measles remains a significant health problem with recent
outbreaks attributed to vaccine failure, waning immunity,
and erroneous documentation of previous vaccination.
Mumps has been increasing in incidence. Use of the
rubella vaccine has led to a significant decrease in the in-
cidence of rubella. Rubella is usually a mild illness. How-
ever, in pregnant women particularly in the first trimester,
it can lead to miscarriage, stillbirth, and congenital rubella
syndrome (CRS).

Measles — the measles vaccine is required for all uni-
formed personnel born in or after 1957, if there is no
medical contraindication and no evidence of at least
one dose of live vaccine on or after the individual’s first
birthday. In addition, a vaccination is needed if there is
no documentation of a physician-diagnosed disease or
if there is no laboratory evidence of immunity. Those
born prior to 1957 are presumed to be immune. If in
doubt, immunization is appropriate.

Mumps — the mumps vaccine is required for all uni-
formed personnel who have no documentation of
physician-diagnosed mumps, no adequate immu-
nization with live mumps after their first birthday, and
no evidence of laboratory immunity. Uniformed per-
sonnel born before 1957 are presumed to be immune.
Vaccination is needed for uniformed personnel who
are unsure of their mumps vaccination history.

Rubella — the rubella vaccine is required for uni-
formed personnel unless proof of immunity is avail-
able. Women who receive the vaccine should not
become pregnant for three months after the vacci-
nation is administered.

H Polio

The polio vaccine has dramatically reduced the annual
number of reported cases of paralytic poliomyelitis. The
vaccine series is usually given in childhood. It shall be given
to uniformed personnel if the vaccination or disease is not
documented.

B Human Papillomavirus (HPV)

The HPV vaccine shall be provided to all women uni-
formed personnel up to 26 years old, if previous vaccina-
tion is not documented.

B Varicella

Varicella disease, or chickenpox, is a highly contagious child-
hood disease caused by varicella virus (VZV). A vaccine is now
available. As recommended by the American Committee on
Immunization Practices (ACIP), susceptible persons 13 years
old and older who come into contact with those at high risk
for serious complications from VZV disease (e.g., health care
workers and those in contact with immunocompromised in-
dividuals) should be vaccinated with two doses at least one
month apart. Uniformed personnel who have not had varicella
are considered high risk due to their occupational exposures.

Uniformed personnel should be screened for immunity
levels. The varicella vaccine shall be offered to all non-im-
mune personnel. If immunity to VZV is not documented,
gamma globulin may be indicated after exposure.

INFECTIOUS DISEASE SCREENING

B Hepatitis C Virus

Hepatitis C is a major health concern for employees in the
fire service. It is very important to screen for the antibody
to the Hepatitis C virus because it can be clinically silent
for decades while causing ongoing damage to the liver.
Historically, the vast majority of Hepatitis C infections
were caused by blood transfusions or IV drugs use.

The prevalence of Hepatitis C infections in the fire service
has varied considerably where it has been measured. Med-
ical studies have suggested that new infection (serocon-
version) with the HCV in fire service employees is almost
always caused by percutaneous injury events such as with
contaminated needle sticks. Baseline antibody tests shall
be done on all uniformed personnel to check for previous
infection or to establish the absence of infection. Be aware
that false positive and false negative results may occur. If
conversion from negative to positive occurs, expert con-
sultation for specialized treatment protocols is required.

B Tuberculosis (TB)

TB control depends upon screening high-risk populations
and providing preventive therapy to those most likely to de-
velop active disease. Uniformed personnel, by nature of their
occupation, are considered to be at increased risk and an an-
nual PPD is required. A new serum test is available and may
be considered as an alternative to PPD. If annual conversion
rates are high in a given work group, then testing is recom-
mended every six months. A conversion indicates recent ex-
posure to or infection by, the tubercle bacillus. Personnel will
then need appropriate follow-up and contact investigation as
medically indicated. As recommended by the American Tho-
racic Society and Centers for Disease Control and Prevention,
chest X-ray and isoniazid prophylaxis may be needed.

B Human Immune Deficiency Virus (HIV)
HIV testing is not a part of baseline or annual physicals.
However, the test should be offered on a confidential basis
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as part of post-exposure protocols and as requested by a
physician and patient. All results from HIV tests are pro-
vided directly to the patient and will not be maintained in
any local or international database.

REFERRAL TO HEALTH CARE PRACTITIONERS
The following will warrant referrals to health care practi-
tioners: abnormal findings on the annual medical exam
must be addressed by a medical practitioner follow-up or
referral; revaccination or intervention following exposures
must be managed by a medical practitioner follow-up or re-
ferral; managed care or other provider referrals are appro-
priate for non-work related medical issues; follow-up on
findings from annual examinations must be reviewed by the
fire department physician; and return to work determina-
tions require clearance by the fire department physician in
conjunction with other specialty evaluations, as needed.
The fire department physician will normally function as the
“gatekeeper” for medical certification, retaining final au-
thority for return to work/fitness for duty decisions.

WRITTEN FEEDBACK

Written feedback to uniformed personnel concerning
health risks and health status is required following the an-
nual examination. Reporting findings and risks and sug-
gesting plans for modifying risks improves the
physician-patient relationship and helps uniformed per-
sonnel claim ownership of their health.

B Individualized Health Risk Appraisal
Individualized health risk appraisals must also include
questions that attempt to accurately measure the uni-
formed personnel’s perception of their health. Health per-
ception can be a useful indicator of potential problems.

DATE COLLECTION AND REPORTING

Comprehensive confidential aggregated medical and health
information will be collected for the purposes of this Initia-
tive. The complete data protocol is found in Chapter Seven.
The following is an overview of the different categories of
data to be compiled: demographics, employment status, ill-
ness and injury experience, tobacco and alcohol use, current
health status, cancer screening, physical activity, physical
measurements, lab data, immunizations, and fitness testing.

B Occupational Exposure

An integrated exposure database that provides the fire de-
partment physician timely information on uniformed per-
sonnel aids in tracking diseases in individuals and risks in
the population. The physician must educate uniformed
personnel on the importance of documenting exposures
and follow-up care to ensure that the employee gets nec-
essary medical care. The central departmental database on
uniformed personnel must include the following: chemi-
cal exposures, physical exposures, biological exposures,
and all safety and health related incidents. ®



CHAPTER 3 — Fitness

Management and Labor shall work together to provide workout scheduling,
resource support, and/or access to resources on duty to support an

individualized fithess program.
This chapter highlights the following:

B Introduction

B Medical Clearance

B On-Duty Time for Exercise

B Equipment and Facilities

B Exercise Specialists and Peer Fitness Trainers
B Incorporating Fitness Throughout the Fire Service
B Fitness Evaluations

B Exercise Programs

B Nutrition

B Summary

B Endnotes

INTRODUCTION

Throughout the history of the fire service the proper im-
plementation of fitness programs in fire departments has
been extensively debated. Research has demonstrated the
need for high levels of aerobic fitness, muscular endurance,
muscular strength, muscular power, flexibility, and body
composition in order to perform safely and effectively in
the fire service. Physical fitness is critical to maintaining
the wellness of our uniformed personnel. Fitness must be
incorporated into the overall fire service philosophy.

While assessing uniformed personnel’s current fitness level
is an important part of developing an individualized fitness
program, assessment is not, in itself, a fitness program. An
effective physical fitness program has several components
that must be implemented. The elements necessary for a
successful and comprehensive physical fitness program are
highlighted throughout this chapter. Appropriate protocols
are referenced in Appendix A.

MEDICAL CLEARANCE

Prior to involvement in any exercise regimen, including
the WFI fitness assessment, all uniformed personnel must
be medically cleared in order to participate.

ON-DUTY TIME FOR EXERCISE

It is necessary to provide dedicated on-duty time for exer-
cise to assist in promoting physical fitness. While schedul-
ing on-duty time may vary due to emergency calls, training,
and other duties, it is recommended that 60-90 minutes be
allotted for every shift. Uniformed personnel working ad-
ministrative shifts, 40-hours or otherwise, shall also be pro-
vided the opportunity to exercise. The health, fitness, and
wellness of all uniformed personnel must be maintained as
a priority. This Initiative holds forth the idea that labor and

management should work together through this program
to ensure full participation by all uniformed personnel.

EQUIPMENT/FACILITIES

Many models exist to guide departments through the process
of supplying and maintaining exercise equipment, whether
in every fire station or in regional fitness centers. The follow-
ing steps detail some strategies that have proven successful.

o Step 1

The equipment should be evaluated for: design, reliability, ease
of maintenance, safety, and cost. Moreover, evaluation should
be conducted by personnel who will be using the equipment
and the peer fitness trainers who will instruct the membership
on its correct use. Evaluation information can and should be
shared between the participants of this Initiative.

» Step 2

The allocation or raising of funds to purchase the equipment
should include funds in the budget process. Other sources are
also available to raise funds independent of the traditional
budget process, such as FEMA, Assistance to Fire Fighters
Grant program, and other federal, state or provincial grants.
Several locals have bargained for a matching system where
each employee contributes a dollar every month and the city
or county matches it, either 1:1 or 1:2. This encourages own-
ership of the fitness program by both labor and management.

 Step 3

Initiate the bid process to purchase the selected equipment. If
possible, small orders should be avoided because larger orders
usually provide a reduced cost per unit. Requests for Propos-
als (RFPs) must be written specifically for the equipment that
was chosen by the above process. Ideally, the same equipment
is available in all work locations. When purchasing cardio
equipment consider purchasing the same equipment as that
used to conduct the fitness assessment.

B Methods of Acquiring Equipment

To efficiently utilize allotted exercise time, adequate equip-
ment and facilities for a total and balanced exercise pro-
gram must be made available to uniformed personnel.
Traditionally, equipment and facilities have been provided
in one of the following ways: exercise equipment placed
directly into each fire station; centralized fire department
locations where personnel can exercise; contracted fitness
center locations where personnel can exercise; use of out-
door alternative facilities such as track, high school, park or
local college/university.
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The following summarizes various fitness facilities models:

Method of Equipment Placement

Equipment in every station

Results

1. Uniformed personnel can use
equipment at their convenience,
between emergency calls.

2. Personnel are logistically in quarters
where they are strategically located
within their first due response area.

3. Different personnel can utilize equip-
ment at varied times during the shift.

Considerations

1. Initial investment in equipment is
large.

2. Equipment must be maintained.
3. Number of peer trainers needed is

increased; however, officers or moti-
vated fire fighters can be trained.

Centralized fire department fitness
center

Contracted fitness center

1. Uniformed personnel can use
equipment any time.

2. Less total expense in initial pur-
chase of equipment.

3. Peer trainers can work at fitness
center, providing some expertise.

1. Are usually outfitted with the most
modern equipment.

2. Usually have certified exercise pro-
fessionals on site.

3. Multiple pieces of equipment al-
lows several personnel to perform
the same exercises simultaneously.

4. Less initial cost for complete array
of exercise equipment.

1. Crews must work out together with
no option for individual needs.

2. Crews may have to leave first due which
leaves certain areas with less protection.

3. Crew working out when receiving
emergency calls is less likely to return
to complete the workout.

1. Crews must all workout together with
no option for individual needs.

2.Crews must leave first due which
leaves certain areas with less
protection.

3. Crew working out when emergency
call comes in is less apt to return to
complete the workout.

4. Ongoing costs to fulfill contract may
make option more expensive in the
long term.

5. Perception by public of fire fighters
“playing” instead of going on emer-
gency calls.

6. Difficulty with listening to dispatch
radios — noise can be irritating to

civilian exercisers.

7. Lack of Peer Fitness Trainers.

Outdoor Facility

1. Low cost
2. Readily available

3. Public

1. Inclement weather
2. Extreme hot or cold temperatures
3. Location

4. Maintenance of facility



B Maintenance of Equipment

Equipment must be maintained as established by the
equipment manufacturer. Many exercise programs have
failed due to poorly maintained equipment. Poorly main-
tained equipment is not only less rewarding to use, it is
also unsafe. Routine equipment inventory and inspections
must be done so that equipment can be accounted for,
maintained, repaired, and replaced when necessary. Fire
department Peer Fitness Trainers should be designated to
ensure that all fitness equipment is kept in good condition.

B Types of Necessary Equipment

The following list is the suggested complement of equip-
ment that should be available to all uniformed personnel
for a complete and balanced exercise program.

* Resistance Equipment

Can include the following: power cage/squat rack, ad-
justable pulley machine, leg press/ hip sled machine, leg
curl machine, adjustable bench, lat pull down/seated row
machine, Olympic bar and an assortment of weights (it is
recommended that there is a minimum of 300 pounds),
dumbbells (it is recommended that there is a minimum of
5 pounds to 80 pounds), floor mat for abdominal and flex-
ibility training, burst-resistant stability ball(s), medicine
ball(s), and an assortment of resistance exercise bands
and/or tubing.

* Cardiovascular Equipment

Can include the following: commercial aerobic machines
such as treadmill, stationary bike, stair stepper, stepmill,
elliptical cross trainer, or rowing ergometer.

EXERCISE SPECIALIST AND

PEER FITNESS TRAINERS

A broad-based Fitness Committee including labor, man-
agement, a fire department physician, and an exercise spe-
cialist should be established. A exercise specialist, together
with properly trained Peer Fitness Trainers, can most effec-
tively disseminate the work of the Fitness Committee, while
enhancing and guiding the fitness efforts of all uniformed
personnel. It is advisable to select Peer Fitness Trainers that
are demographically representative of the department.

® Qualifications of the Exercise Specialist

The exercise specialist should be chosen with care. Ideally,
the professional exercise specialist should have a degree in
exercise physiology, kinesiology, or a related field. A thor-
ough knowledge of the job of fire fighting is essential. The
individual must be able to ride along, conduct job analy-
ses, and remain current on literature pertaining to fitness
and fire fighting. The individual’s ability to conduct on-
going research related to personal fitness and injury is an-
other desirable asset. In addition, excellent communication
and interpersonal skills are necessary.

B Peer Fitness Trainers

One role of the Peer Fitness Trainer (PFT) is to encourage
safety and participation through their professional guid-
ance and supervision of uniformed personnel regarding
fitness issues. An integrated multi-level approach is rec-
ommended, where the exercise professional trains and
oversees multiple Peer Fitness Trainers. All fire department
PFTs should be certified through the IAFF/IAFC/ACE Peer
Fitness Trainer certification program. All certified PFTs
must maintain their certification through continuing ed-
ucation. In addition, they should be encouraged to sup-
plement their professional certification with further
advanced training.

Some recommended non-profit certification agencies that
provide advanced training include IAFF/IAFC/American
Council on Exercise (ACE) PFT Program, National
Strength and Conditioning Association (NSCA), Ameri-
can College of Sports Medicine (ACSM), National Acad-
emy of Sports Medicine (NASM), the Canadian Society of
Exercise Physiology (CSEP).

Certified PFTs have demonstrated the knowledge and skills
required to design and implement fitness programs, im-
prove the wellness and fitness of uniformed personnel, as-
sist in the physical training of candidates, incumbents, and
recruits, as well as being able to influence the broader com-
munity in achieving wellness and fitness. Peer Fitness
Trainers have an understanding of proper exercise tech-
niques for uniformed personnel and have proven that they
have a broad scientific knowledge of exercise. Certifica-
tion thus improves the credibility and safety of depart-
mental fitness programs. Certified PFI’s can be utilized in
many ways, including: designing and supporting person-
alized fitness programs for uniformed personnel; educat-
ing company officers about fitness benefits; performing
yearly fitness assessments of incumbent personnel; evalu-
ating and maintaining fitness equipment; candidate men-
toring and orientation; CPAT administration, proctoring
and data collection; educating new hires regarding the im-
portance of fitness throughout their fire service career and
beyond; and training recruits.

INCORPORATING FITNESS

THROUGHOUT THE FIRE SERVICE

B Individual Responsibilities

The PFT should provide current information which ad-
dresses specific needs of uniformed personnel through in-
dividual fitness program design and implementation,
nutrition counseling, and lifestyle coaching. Peer Fitness
Trainers should conduct themselves as role models and
ambassadors for this Initiative.

Individual responsibility of the PFT may include: initiating
workout programs for their respective department; playing
an active role in healthy meal planning for their department;
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participation in special projects and committees pertaining
to department fitness initiatives; commitment to the con-
tinuous educational process required to remain certified.

B Company Officers

The company officer is the formal leader of the crew, and
is responsible for their health, safety, and training. The
company officer’s influence on the attitudes of the crew
cannot be overstated. With continuing wellness education,
the officer can become a wellness agent for the department.
Such education will ensure officers understand purpose,
scope, and implementation of wellness programs in the
fire department.

B Recruit Training

Peer Fitness Trainers assigned to the academy can help in-
corporate fitness into the culture of the fire department.
They should be utilized to design an exercise program
based upon the physical demands and workload of the
training academy environment.

Responsibilities of PFTs at the academy can include the
following: overseeing and implementing the fitness pro-
gram to the recruits; educating recruits on all aspects of
maintaining wellness during their careers; monitoring the
recruits for signs of overtraining, and adjusting training
programs to prevent exercise-related injuries; designing
post-academy exercise programs for the recruits and fol-
low up with recruits throughout their probationary pe-
riod; and providing a resource for the recruit training
officers to improve poor performance that may be related
to low levels of fitness.

B Candidate Preparation

The Fire Service Joint Labor Management Wellness-Fitness
Task Force has developed a comprehensive Candidate Phys-
ical Ability Test (CPAT) program that includes a physical
ability preparation guide.! This program will ensure that
new fire fighter candidates are more physically capable of
performing the challenging job of a fire fighter, while mak-
ing it possible to improve the diversity of the fire service.

FITNESS EVALUATION

All uniformed personnel shall participate in a mandatory,
annual, non-punitive, and confidential fitness assessment.
Medical clearance must be obtained prior to the fitness as-
sessment. Once the fitness assessment is completed, the ex-
ercise specialist should provide feedback to uniformed
personnel and the department’s physician regarding the
individual’s physical capacity pertaining to his or her job.

The fitness evaluation and subsequent personalized feed-
back from the exercise specialist will include: individual’s
current level of fitness, comparison with previous fitness
results (if available), identification of areas for possible im-
provement, and a suggested exercise program. All data will

be collected and stored into a confidential database to be
used for future fire service research.

To ensure maximum safety, uniformed personnel must be
screened for any medical contraindications and instructed
in proper technique prior to performing any of the fitness
evaluations. All department fitness assessments should be
continuously evaluated to ensure that they are conducted
correctly and consistently by appropriately trained de-
partment fitness personnel.

The fitness evaluation will assess five specific areas includ-
ing body composition, aerobic capacity, muscular strength
and power, muscular endurance, and flexibility.

This edition of the WFI contains significant revisions to the
fitness assessments as a result of a comprehensive review
by the members of the WFI Technical Committee. All pro-
tocols for this evaluation are referenced in Appendix A.

B Body Composition

The need for body composition measurements is neces-
sary for a fitness evaluation and differentiates between the
relative amounts of adipose tissue (fat) and lean body mass
(LBM). LBM consists of muscle, bone, organs, nervous tis-
sue, and skin. Although some body fat is considered es-
sential, excess body fat increases the workload and
amplifies heat stress by preventing the efficient dissipation
of heat when a person exercises. In addition, added body
fat elevates the energy cost of weight-dependent tasks, such
as climbing ladders and walking up stairs, as well as con-
tributing to injuries and increasing the risk of many
chronic diseases. Obesity is associated with an increase of
many chronic diseases including cardiovascular disease,
hypertension, dyslipidemia, heart failure, diabetes, several
types of cancer, asthma and chronic lung diseases, ob-
structive sleep apnea, dementia, arthritis, and gastro
esophageal reflux disease.

Obesity is defined as more than 30 percent body fat for
women and more than 25 percent body fat for men. It is
important to determine the amount and distribution of
body fat to monitor the health risk associated with obesity.

* Evaluation of Body Composition

There are many methods of estimating body composition
and include: circumferential measurements, hydrostatic
weighing, BodPod, bioelectrical impedance analysis (BIA),
skinfold measurements, body mass index (BMI), and dual
energy x-ray absorptiometry (DEXA).

The accuracy, reliability and practicality of these methods
vary. The WFI has selected skinfold measurement as a re-
alistic method of assessing body composition. Skinfold
measurement is a relatively accurate and inexpensive op-
tion, provided that the trainer is proficient with the tech-



nique. The accuracy of this estimation process depends on
the PFT’s ability to identify and measure the sites defined
by anatomical landmarks.

The sum of the skinfold, along with the individual’s age,
are plotted on a regression chart to estimate the percent-
age of body fat. Because men and women deposit fat dif-
ferently, the sites are gender specific. The regression charts
used by the WFI to estimate body fat are also gender spe-
cific. The skinfold measurement will be collected at three
specific sites. Men are measured at the triceps, sub-scapu-
lar and pectoral sites. Women are measured at the triceps,
abdominal and suprailiac sites. It is essential that the PFT
use the exact skinfold sites along with the appropriate re-
gression chart specified in Appendix A.

B Aerobic Capacity
Evaluating the aerobic capacity of participants will be con-
ducted using a Treadmill and Stepmill.

It has been well established that the leading occupational-
related diseases causing premature departures from the fire
service are heart disease and lung disease. Heart disease
causes 45 percent of the line-of-duty deaths that occur
among U.S. fire fighters. Emergency fire fighting duties have
been found to be associated with a risk of death from coro-
nary heart disease that was markedly higher than the risk as-
sociated with non-emergency duties. Fire suppression tasks
are associated with the highest risk which is approximately 10
to 100 times as high as that for non-emergency duties."

Aerobic fitness is fundamental to the health, safety and
performance of all uniformed personnel. A program of
regular aerobic exercise will reduce an individual’s risk of
heart and lung disease. Furthermore, such exercise will
help improve cardiovascular fitness and maintain normal
body composition, weight, blood pressure, blood lipids,
and blood sugar. It has been estimated that inactive per-
sons have a 90 percent increased risk of heart attack than
physically active persons.?

Numerous studies have demonstrated the necessity of
maintaining a high level of aerobic capacity for the duties
of uniformed personnel. Measurements of heart rate re-
sponse taken during normal fire fighting tasks have been at
or near maximal levels.’ In addition, the oxygen uptake
requirements associated with performing live fire rescue
and suppression tasks fall within the range of 60-80 per-
cent of maximum.* The cardiovascular, respiratory, and
thermoregulatory strain resulting from work at this high
level of intensity is profound.’ Therefore, optimal aerobic
capacity is essential to the safety and performance of uni-
formed personnel.

* Evaluation of Aerobic Capacity

Accurate estimates of MaxVO, are needed in order to ed-
ucate uniformed personnel on their present level of fitness
as it relates to the demands of their job. This information
is used as a basis for a cardiovascular exercise prescription,
and helps uniformed personnel gauge the effectiveness of
their program. The WFI Treadmill Protocol and the WFI
StepMill Protocol were adopted by the WFI as submaxi-
mal field tests for fire service personnel. Although the first
edition of the WFI allowed for several other aerobic ca-
pacity assessment protocols, these two were retained be-
cause of the inherent advantages of practicality and
usefulness for our population. Unfortunately, both of these
protocols were found to provide values that were some-
what variable and inconsistent with other proven meas-
ures of cardiovascular fitness. Deviation from known
standards is unacceptable for two reasons: overestimation
would fail to identify uniformed personnel who lack ade-
quate aerobic fitness to meet the demands of their job.
Conversely, underestimating aerobic capacity might frus-
trate aerobically fit uniformed personnel, which could
cause them unnecessary concern. Individuals may even
consider making adjustments to their exercise programs,
based on inaccurate information.

In response to this problem the IAFF contracted with the
University of Texas Graduate School of Health and Kine-
siology. The net result was the development and validation
of newly refined prediction equations for both tests, and a
new protocol for the StepMill assessment. These changes
will provide uniformed personnel with a more accurate es-
timate of cardiovascular fitness. To avoid confusing the
new protocols with previous versions, these new assess-
ments will be referred to as the WFI Treadmill test and
WEFI StepMill test.

* Submaximal versus Maximal

Measurements of aerobic capacity may be performed at ei-
ther submaximal or maximal levels. Submaximal aerobic
capacity tests, when properly validated, have been shown
to accurately estimate the individual’s volume of oxygen
consumption. These tests are less expensive and easier to
administer than maximal tests and can be performed in a
fitness center setting by a qualified exercise specialist. The
submaximal aerobic assessments developed for the WFI are
based on the heart rate response during graded exercise. It
is important to note that all submaximal tests are based on
regression equations and are subject to various prediction
errors including: variance in determining target heart rate,
heart rate fluctuations due to dehydration, anxiety, and
medications. The magnitude and frequency of these pre-
diction errors are reduced by using a well-validated sub-
maximal test and appropriate medical prescreening.

For those departments electing to use maximal aerobic ca-
pacity tests, such testing must only be done by qualified
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medical personnel under the supervision of a physician. Test-
ing must be conducted in a medical setting with ECG mon-
itoring, resuscitation and defibrillation equipment on site.

B Muscular Strength

Strength is defined as the maximal force that a specific
muscle or group of muscles can generate. The demands of
uniformed personnel require above-average strength. Job
task analyses have shown that the weight of equipment
used by a single fire fighter on the job is in excess of 100
pounds.®” Insufficient muscular strength may contribute
to higher incidence of sprains, strains and back injuries
among uniformed personnel. Muscular strength will be
evaluated using the hand dynamometer, arm dynamome-
ter, leg dynamometer and the vertical jump power test,
which is optional.

* Evaluation of Muscular Strength

Strength measurements are specific to the joint and range
of motion that is being measured. Since uniformed per-
sonnel require general strength throughout the body for
safe and efficient job performance, a representative sample
from three commonly used muscle groups was selected for
purposes of this evaluation.

The WFI Technical Committee fielded concern about the
static leg strength assessment and its potential for injury,
particularly for individuals with a history of lumbar prob-
lems. Following an extensive review by the WFI Technical
Committee, it was determined that the test is safe for our
population, provided that comprehensive pre-screening, in-
struction, supervision and adherence to proper technique
are followed. In fact, the opportunity to educate participants
on proper lifting form during this assessment has con-
tributed to its value. The committee also recognizes that
some apprehension may still exist. Therefore, a vertical jump
test may be offered as an option. It should be noted that the
results of the vertical jump are not directly comparable to
the results of the static leg strength assessment. The static
assessment evaluates muscular strength. The vertical jump
evaluates leg power by estimating the rate of force produced
by the legs and hips in propelling the body vertically.

* Methods to Safely Assess Strength

For safety and data collection purposes, strength meas-
urements will be conducted using static handgrip, leg and
arm dynamometer measures, or the optional vertical jump
assessment. These tests have been determined to be safe,
valid, and reliable methods for evaluating muscular
strength and/or power. In order to measure maximal
strength or power, the individual must execute a maximal
muscular contraction. To insure the highest degree of
safety, evaluators must provide appropriate pre-screening,
provide detailed instructions, and emphasize performance
technique.

Grip Strength — Grip strength has been shown to be
a key factor in many essential emergency service tasks
including lifting and carrying equipment, packaging
and moving patients, holding and operating hose
lines, raising extension ladders, and removing victims.

Grip strength will be measured using a hand grip dy-
namometer, please refer to Appendix A for hand grip
protocol.

Leg Strength and Power — Leg strength is required
for many essential emergency service tasks including
lifting and carrying equipment, forcing entry, climb-
ing and negotiating ladders and stairs, pulling and
operating hose lines, and lifting patients.

Leg strength will be assessed using a leg dynamometer;
please refer to Appendix A for the static leg strength
protocol.

Leg power will be measured using the optional ver-
tical jump timing mat; please refer to Appendix A for
the leg power protocol.

Arm Strength — Arm strength is imperative for the
performance of many standard and essential fire and
emergency tasks including stabilizing, lifting, and
carrying tools and equipment, operating hand lines,
and victim transport.

Arm strength will be measured using a dynamome-
ter, please refer to Appendix A for the arm strength
protocol.

B Muscular Endurance

Muscular endurance is the ability of a muscle group to per-
form repeated contractions or to sustain a contraction over
time. Job analyses have shown a strong correlation between
muscular endurance and the essential job tasks of uni-
formed personnel.*’ Insufficient muscular endurance may
precipitate many preventable injuries. Core muscle en-
durance is necessary to stabilize the torso and provide
lower back support during exertion. Well-conditioned core
muscles will have the necessary endurance to stabilize the
spine and support the lower back during sustained activ-
ity. Weak core muscles may contribute to lower back pain
and injury. Muscular endurance will be evaluated using
static plank, push-ups or alternate grip push-up.

* Evaluation of Muscular Endurance

The muscular endurance evaluation has been modified. The
push-up assessment, or alternate grip push-up, may be used
to evaluate upper body muscular endurance. The alternate
grip push-up was added for individuals with a history of
hand, wrist or shoulder injuries. Either push-up protocol can
be used to evaluate muscular endurance of the chest or the
triceps, please refer to Appendix A for push-up protocol.



The modified curl-up protocol has been eliminated in
favor of the static plank evaluation. This change was a re-
sult of extensive research by the WFI Technical Committee
to ensure the safety of the individual and to improve the
specificity of the evaluation. The Technical Committee
shared concerns that the fixed-foot curl-up produced un-
necessary sheering forces on the lumbar spine. To address
this concern, the static plank will now be used to evaluate
muscular endurance of core muscles in the trunk region.
This incorporates muscular stabilization which better sim-
ulates the action of the core muscles in daily activity, and
it is a sound training technique. These factors make it a
safer and more specific assessment. Please refer to Ap-
pendix A for static plank protocol.

B Flexibility

Flexibility is the ability of a joint to move through a full
range of motion. The effect of flexibility on performance
is inconclusive, however it is widely accepted that a lack of
flexibility in certain joints will likely increase the risk of in-
jury. Joint and limb restrictions may influence essential dy-
namic movements, balance, coordination, and muscular
work efficiency. When a joint lacks flexibility, that specific
joint is unable to achieve its full normal range of motion.
Surrounding joints must then overcompensate to perform
essential tasks. This biomechanical compromise produces
a “microtrauma,” or an overuse injury over the long term.

The leading types of line-of-duty injury within the pro-
fessional fire service are sprains and strains. In addition,
the most prevalent injury leading to premature retirement
from the fire service is back injury. Insufficient flexibility
may contribute to the cause of these statistics.

Many uniformed personnel report some medical history
of lower back pain. In a survey conducted by the Miami
Dade County Fire Rescue Department, 55 percent of their
members reported current lower back pain and 86 percent
of the members reported a past medical history of lower
back pain. Therefore, it is critical that assessment proce-
dures do not exacerbate symptoms of existing back pain
or cause further injury.

Flexibility will be evaluated through a modified sit and
reach assessment.

* Evaluation of Flexibility

The modified sit and reach assessment evaluates general
flexibility of the posterior muscles of the trunk and legs,
as described in Appendix A.

B Data Collection

The data collected from the fitness assessments will iden-
tify the following: body composition, aerobic capacity, flex-
ibility, muscular strength, muscular power, and muscular
endurance of all uniformed personnel; changes in fitness

levels of personnel over the course of their careers; effec-
tiveness of the medical and fitness program in improving
individual personnel’s physical fitness; muscular weak-
nesses and imbalances that may increase the risk of injury;
possible causes of sprains and strains; possible risk factors
for back injury; possible factors related to the high inci-
dence of musculoskeletal injuries in the fire service.

B The WFl is not a Standard — Norms vs Standards
A norm is an informal guideline derived from the average
or median performance of a large group. A standard is a
definite rule, principle, formal guideline, or measure es-
tablished by an authority. Norms are often used in the fit-
ness setting as a frame of reference to assist with the
interpretation of personalized results, such as assisting in-
dividuals in understanding how their results compare to a
population of similar age and gender. While fire depart-
ments may provide information regarding norms for their
members, under no circumstances does the IAFF/IAFC
Joint Labor Management WFI Task Force Committee en-
dorse the use of norms to establish a standard that might
result in punitive action. All uniformed personnel should
understand that the goal of this evaluation is solely to im-
prove personal fitness. By intent, this Initiative has set no
standards for any of these areas. Every individual is ex-
pected to attain or maintain physical fitness through a per-
sonalized exercise program, as well as a healthy lifestyle.

EXERCISE PROGRAMS

The development of an exercise program based on the specific
needs of each individual is a major component of the Well-
ness-Fitness Initiative. The exercise program should be a pro-
gressive plan that accounts for and meets the needs of an
individual’s current level of fitness, job duties, time restrictions,
physical capabilities, nutritional status, and self improvement
efforts. Although the specifics to designing exercise programs
are beyond the scope of this document, it is important to men-
tion a few considerations.

B Considerations for Designing Exercise Programs
The benefits of personalized fitness programs cannot be
overstated and the customer service aspect of exercise pro-
gramming is critical. The fitness assessment previously de-
scribed is only the first step in educating uniformed
personnel regarding their level of fitness and guiding them
through the process of establishing specific personal goals.
Assessments must be followed by a one-on-one consulta-
tion in which the individual can address concerns and
learn about recommended exercises and equipment use.

Personalized exercise programs should consider the fol-
lowing individual characteristics: age, weight, motivation
level, goals, current aerobic and anaerobic capacity, cur-
rent strength level, overall fitness level, exercise experience,
physical work requirements, muscle imbalances, personal
lifestyle, time constraints, equipment available, preferred
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activities and mode of exercise, and sociological preference
(individual vs. group).

In addition, the program should focus on encouraging pos-
itive choices, including changes in nutrition, time manage-
ment, and health priorities. The program should also be
balanced to include each of the following fitness compo-
nents: cardiovascular capacity, flexibility, muscular strength,
muscular power and endurance, and body composition

In some cases, exercise programs centering on job task
performance may be appropriate.

Training is a form of stress. The body will adapt and respond as
long as the stress is not too great. All training programs should
be progressive in nature. Caution should be used providing
time for the body to recover. Programs that proceed too quickly
will over-stress the body and may lead to injury. Job specific al-
lowances must be made to allow for sleep deprivation, high
stress shifts, and intense workload that include working fires,
long incidents, heavy rescues, or high volume of calls.

NUTRITION

Few lifestyle factors have as strong of an influence on an in-
dividual’s overall health and physical performance as his
or her habitual eating pattern. The working environment
of uniformed personnel presents unique challenges to the
maintenance of healthy eating habits. Proper nutrition en-
hances the performance and quality of life of uniformed
personnel.

B Nutrition for Performance

Nutrition plays a significant role in exercise performance
and recovery. Some benefits of a well balanced diet include:
optimal energy delivery, enhanced recovery, and strength-
ened immune function.

Obesity increases an individual’s risk for injury, reduces
performance, and adversely affects the ability to dissipate
heat while working. A well balanced diet, combined with a
consistent exercise program, is the most reliable method
to reduce body fat.

B Nutrition for Health

The high levels of stress, physical demands, long term ex-
posures to chemicals and disease, and poor nutritional
habits have contributed to elevated risks of heart disease
and cancer within the fire service.

* Heart disease

Several risk factors for heart disease including high cho-
lesterol, obesity, hypertension, and diabetes can be reduced
by dietary intervention. A diet low in total fats, saturated
fats, cholesterol and salt, but high in fruits, vegetables, and
fiber has been shown to reduce the risk of heart disease.

* Cancer

Diet has been shown to be a pre-disposing factor in the de-
velopment of cancer. A diet high in animal fats, and obe-
sity in general, have been linked to the development and
recurrence of colorectal, breast and prostate cancer. A diets
high in fruits, vegetables, and high fiber whole grains has
been shown to have a protective effect against cancer.

B A Balanced Diet

A nutritionally sound diet fuels the body for exercise,
strenuous work, and resistance to disease. Paramount to
the success of a departmental wellness program is the re-
inforcement of healthy dietary habits. By educating com-
pany officers and making them a part of the wellness
program, healthy eating should become an expectation
within the fire station.

Most experts agree that a balanced and varied diet can
meet all of the required daily nutritional needs. The exact
quantity of protein, fats, and carbohydrates has long been
subject for debate. The widely accepted contribution to the
total daily caloric intake is as follows: carbohydrates should
be 55-65 percent; proteins consist of 12-20 percent; and
fats should be 25-30 percent of the total daily intake.

In addition, the following USDA guidelines will help lead to
a healthy diet: eat five or more servings of fruits and vegeta-
bles; reduce the amount of cholesterol, salt, and fats, partic-
ularly saturated fat; replace high fat meats with lean cuts;
reduce the amount of processed foods, which are high in salt
and hydrogenated oils; increase the amount of fiber; and
drink plenty of non-caffeinated and alcohol-free beverages.

Planning for the availability of a variety of quality foods
can reduce the potential for unhealthy eating behaviors.

B Nutritional Counseling

A nutritional counselor, dietitian, or sports nutritionist is
a valuable asset to any wellness program. The field of nu-
trition is plagued with fads and misinformation. Members,
company officers, and Peer Fitness Trainers may wish to
consult a qualified nutritionist. Such experts can be hired,
contracted, or involved as volunteers. Benefits of a quali-
fied nutritional expert include: development of weight loss
management programs; analysis of individual dietary logs;
custom nutritional programs for specific conditions such
as pregnancy, weight gain, or illness; education of Peer Fit-
ness Trainers, company officers, members, and recruits;
discouragement of potentially harmful dietary practices;
and development of specialized menus for post-incident
replenishment.

B Hydration

Research has shown that working fire fighters can lose
more than 2.6 liters of body fluid per hour. Sweat loss in
excess of 2 percent of body weight significantly impairs en-



durance capacity, elevates body temperature and decreases
cardiac output. It is critical to address proper hydration
throughout the shift and during rehabilitation.

During prolonged work, as the body loses water via per-
spiration and respiration, there is a tendency for a gradual
decrease in stroke volume and the body’s cooling capacity.
This produces an elevated heart rate response and the ac-
cumulation of body heat. These effects amplify the sense of
exertion and accelerate the rate of fatigue. Dehydration and
hyperthermia further predispose an individual to arrhyth-
mias, myocardial infarction, loss of consciousness, stroke,
and sudden death. Adequate hydration helps prevent these
ill effects, making it easier to sustain physical performance
and enhance recovery. Uniformed personnel can improve
their efficiency and capacity for evaporative cooling (sweat-
ing) through the following means: maintaining a high level
of fitness; acclimatizing the body to working in a hot envi-
ronment, decreasing body fat; and attaining and maintain-
ing the highest level of hydration possible.

SUMMARY

In summary, this document has provided a model for
proper implementation of fitness programs in the fire serv-
ice. A preponderance of research has shown the critical
need for high levels of aerobic fitness, muscular endurance,
muscular strength, power, flexibility, and body composi-
tion to perform safely and effectively on the fire ground.
Adequate physical fitness is essential in maintaining the
wellness of our uniformed personnel. Fitness must be in-
corporated into the overall fire service philosophy.

While assessing uniformed personnel’s current fitness level
is an important part of developing an individualized fit-
ness program, assessment is not, in itself, a fitness pro-
gram. An effective physical fitness program has several
components that must be implemented. The component
elements necessary for a successful and comprehensive
physical fitness program have been highlighted through-
out this chapter. Appropriate protocols are referenced in
Appendix A.
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CHAPTER 4 — Injury and Medical Rehabilitation
Management and Labor shall work together to provide a progressive individual-
ized injury/ fitness/medical rehabilitation program that shall ensure full rehabilita-
tion of any affected uniformed personnel to a safe return to duty status.

This chapter highlights the following:

B Definition of Rehabilitation

B The Need for Rehabilitation

B Criteria for Successful Rehabilitation
B Clinical Services

B Transitional Duty

B Injury Prevention Program

DEFINITION OF REHABILITATION

Rehabilitation is the sequence of clinical services that max-
imizes a patient’s physical function and wellness following
an injury or illness. Rehabilitation involves the clinical
services of physicians, physical or occupational therapists,
exercise physiologists, Peer Fitness Trainers, and nurses.
Rehabilitative care starts at the movement of injury and is
a continuum of services to restore the patient to maximum
medical improvement.

The successful rehabilitation of injured uniformed per-
sonnel, regardless of the cause or nature of the injury, must
address both physical and psychological factors which im-
pact the recovery process. Anticipating and addressing
psychological needs, particularly the stress associated with
physical injuries (e.g., pain, physical inactivity), medical
treatment (e.g., medical uncertainty, seriousness of the in-
jury), rehabilitation difficulties (e.g., slow progress, reha-
bilitation outside of the fire fighter community), financial
difficulties, career worries, and the sense of missed oppor-
tunities can speed the return-to-work process. Moreover,
the psychological skills acquired in rehabilitation can re-
duce the attention disruption and increased muscle ten-
sion which drives the stress-injury relationship.

THE NEED FOR REHABILITATION

Every year, statistics show that fire fighting is one of the
most dangerous occupations in the world. In some de-
partments, medical disability from on the job injuries and
illnesses accounts for over 50 percent of retirements. Ac-
cording to the NFPA 2006 Fire Fighter Injury Report the
onset of strain, sprain, and muscular pain accounted for
more than 50 percent of total injuries. This report esti-
mates that there were 83,400 fire fighter injuries in the line
of duty. This is an increase of 4.1 percent from the previ-
ous year compared to data compiled for private industry
by the United States Bureau of Labor Statistics which
shows a decrease in the rate of injury for workers in private
industry.

The rehabilitation of our uniformed personnel must be a
priority. The cost of one worker lost due to a preventable
injury or illness is at least equivalent to two to four times
their impacted salary. When personnel reinjure themselves
after inadequate rehabilitation, the costs are even higher.
The cost can include the mental anguish suffered by the
personnel and his or her family, as well as doubt regarding
the administration’s commitment to personnel health and
well being.

CRITERIA FOR A SUCCESSFUL
REHABILITATION PROGRAM

Rehabilitation programs can be in-house or out-sourced.
Regardless of the type of rehabilitation program that is
chosen several criteria must be met, including: a fire de-
partment physician that is familiar with job requirements
and fit-for-duty expectations, as well as current treatment
methods for the most frequent job related injury or illness
for uniformed personnel; all clinicians must be familiar
with fire service job requirements and fit-for-duty expec-
tations; a transitional duty program; periodic re-evalua-
tion prior to returning to full duty; a personalized exercise
prescription that considers job requirements and the in-
dividual’s past medical history; and a comprehensive in-
jury prevention program.

B Comprehensive Program

Rehabilitation programs must not be punitive in nature.
Moreover, the program should be comprehensive in scope
to include: medical treatment; fitness training; physical
and occupational therapy; behavioral therapy; and psy-
chological support services.

B Thorough Rehabilitation

The fire department must take the lead in ensuring that
uniformed personnel are properly rehabilitated prior to
returning to full duty. Informed decisions should be made
by clinicians familiar with fire fighting job requirements
in regard to the functional capacities of uniformed per-
sonnel after significant injuries or illnesses. In short, the
fire department must control the process and provide the
necessary input to drive this process, and labor must sup-
port the rehabilitation process from beginning to end.

Uniformed personnel on extended leave status from nor-
mal duties for a continuous period of three months must
undergo a fitness evaluation. At six months or more uni-
formed personnel must undergo a medical and fitness eval-
uation upon release by their treating clinicians prior to
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returning to full duty. Extended leave status includes alter-
nate assignment, leave of absence, and leave due to illness,
injury, maternity, or other qualifying situation. Such a pol-
icy will help identify loss of conditioning which may put
uniformed personnel at risk for future injuries. The depart-
ment physician or designated clinician shall evaluate indi-
vidual for recommendation on re-entry into the workforce.
See Chapter 2 for fire department physician guidelines.

CLINICAL SERVICES

B Qualifications for Selection

The clinician (physical therapist or occupational thera-
pist(s), nurse and physician) used by the department
should be chosen with care by the labor management well-
ness committee. A thorough knowledge of the various jobs
within the specific fire department is required. It is highly
recommended that these professionals participate in a ride
along, review job analyses, and remain current in litera-
ture pertaining to fitness and the fire service. In addition,
excellent communication skills are essential.

The anticipation of and screening for poor psychological
adjustment to injury is critical from the beginning of re-
habilitation process. Although uniformed personnel will
experience higher levels of stress following injury due to
the temporary and long-term impacts of an injury upon
their career in a public safety setting, some individuals may
require assistance with respect to psychological coping
skills (e.g., goal setting, positive self-talk, imagery visuali-
zation, relaxation training) or other techniques which fos-
ter successful rehabilitation.

B Job Specific Approach to Rehabilitation

The clinician should use an “industrial athlete” approach
to rehabilitation and reconditioning. Functional strength
components, as well as simulated job specific tasks, should
be incorporated into individual rehabilitation programs.
In addition, the clinician should be available to the de-
partment’s exercise specialist or Peer Fitness Trainers to
continue any necessary conditioning programs to prevent
re-injuries.

B Clinical Pathway Rehabilitation

Rehabilitation should start as soon as appropriate when
the member becomes injured or ill. When appropriate,
job oriented task performance training should be included
in the rehabilitation process. Rehabilitation programs
should be guided by standardized approaches to clinical
treatment, or clinical pathway templates. This will ensure
consistent state of the art therapy and help control costs.
Clinical pathways should be modified based on the spe-
cific needs of the individual and specific job requirements.

B Basis for Clinical Pathways
The clinician used by the department must follow clinical
pathways appropriate to the uniformed personnel popu-

lation. Clinical pathways should be age, gender, and posi-
tion specific. They should indicate when alternate duty is
advised and what tasks that duty may include. Clinical
pathways should state when periodic reevaluation is indi-
cated after the individual returns to duty. The use of clini-
cal pathways will allow the department to optimize
treatment and minimize disability and time lost from work.
Also, clinical pathways should be incorporated into defined
research protocols to permit long-term analysis of the clin-
ical and administrative effectiveness of these pathways.

TRANSITIONAL DUTY

A transitional duty program must be designed to utilize
the skills of injured or ill uniformed personnel during re-
habilitation. It is a means to reduce injury costs and to
keep the injured individual involved with the department
while utilizing that individual’s expertise. Transitional duty
also can be made available for non-job related injuries and
illnesses. During a transitional duty assignment, the indi-
vidual should be assigned to a Peer Fitness Trainer and
placed on an appropriate MANDATORY rehabilitation
and fitness program with the coordination of the fire de-
partment physician or designated clinician. The rehabili-
tation and fitness program should be conducted while on
duty whenever possible as determined by the clinician.

B Period Re-Evaluation

Once an individual returns to work, periodic reevaluation
may be necessary at the discretion of the fire department
physician or designated clinician. Established clinical path-
ways should provide guidance on the frequency of reevalu-
ations. During reevaluation, the individual can be educated
about the importance of a consistent fitness program.

INJURY PREVENTION PROGRAM

Injury prevention is a critical mission. IAFF Death and In-
jury Survey statistics indicate that one out of every five fire
fighters will die or be injured in the line of duty in a given
year. These numbers are as unacceptable for the fire serv-
ice as they would be for the general workforce.

Uniformed personnel wear heavy and restrictive clothing,
carry heavy and awkward equipment, enter buildings
under demolition, contend with smoky and hot environ-
ments, provide rescue in hostile or dangerous locations,
and often work with limited or obscured visibility. The en-
vironment is uncontrollable and often unpredictable. Yet,
certain things are controllable and definitely predictable.
When unfit, unwell, and untrained personnel report to
work, it is predictable they will be injured.

A proactive injury prevention approach must be imple-
mented to reduce risks in the fire service and improve per-
sonnel resistance to injuries. This proactive injury
prevention program should include the following: a com-
prehensive and effective wellness program; a physical fit-



ness program; a strong commitment to safety from both
labor and management; a designated safety officer or in-
fection control officer; an ergonomic analysis of all aspects
of the job to look for ways to rehabilitate the worker and
redesign the work environment; an educational compo-
nent that begins in the fire academy and continues
throughout the entire career; a recognition system for per-
sonnel who practice and preach safety; establish a rela-
tionship between labor, management, and risk
management; and integrate and participate in a near miss
program.

M Injury Prevention Committee

A comprehensive injury prevention program requires a
labor-management committee, as an extension of the
safety committee, with various experts serving as mem-
bers. The committee should consist of equal members
from the fire department and the union. The injury pre-
vention committee also may wish to consult with the de-
partment’s  physician, an industrial hygienist,
biomechanical engineer, and physical or occupational
therapist. Other members may include a representative
from a nearby academic school of sports medicine and an
independent kinesiologist.
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CHAPTER 5 — Behavioral Health

Management and Labor shall support the provision of a behavioral health
plan, which may be delivered either through internal or external sources,

based on specific elements.
This chapter highlights the following:

H Introduction

B Qualifications of the Behavioral Health Specialist
B Periodic Behavioral Health Evaluation
B Comprehensive Counseling Services

B Incentive to Access Services

B Behavioral Modification

B Employee/Member Assistance Program
B Substance Abuse

M Stress

B Marketing and Awareness of Program
B Summary

H End Notes

INTRODUCTION

B Behavioral Fitness

Wellness is defined as a balance between the various fit-
ness modalities — medical, physical, emotional and be-
havioral — and when necessary utilizing intervention and
rehabilitation. Investing in the individual, the fire service’s
greatest resource is an investment in the capability to pro-
vide high quality service to communities while enhancing
the quality of life of those individuals who serve. The be-
havioral health component can only be effective if it is uti-
lized by both the department and the individual. The most
successful programs have proven to be a cooperative effort
between labor, management and the individual.

Physical fitness is a balance between good health, strength,
fitness and durability. In contrast, behavioral fitness in-
volves a person’s thoughts, feelings and behavior. Striking
a balance between physical and behavioral fitness provides
individuals with mechanisms to cope with the daily rigors
and extreme stressors that occur as a function of work,
home and community. Daily practice and the ability to
balance physical and behavioral fitness are key to an over-
all program of wellness, as a way to achieve maximal body
and mind fitness.

Traditionally, medical and physical fitness take precedence
over emotional or behavioral fitness in the fire service.
However, it is clear from the aftermath of 9/11, Hurricane
Katrina, and other disasters that priorities are now chang-
ing because of the shift in the profession. Exponentially
fire fighters are being called upon to assist in the most dis-
turbing and devastating times in people’s lives including
the death of a child, homicide, suicide, rape, child abuse,
family violence, multi-fatality incidents, natural disasters,

and acts of terrorism. With each passing year, research
shows that fire fighters who are able to balance physical,
behavioral and emotional fitness are better equipped to
deal and cope with life’s adjustments, including career sat-
isfaction, family well-being and retirement.

No wellness program is complete without addressing the
behavioral well being of those involved. The behavioral
health of uniformed personnel is every bit as important as
their physical health. Yet, historically it has been largely ig-
nored or taken for granted with few departments’ having
a comprehensive behavioral health program. Little atten-
tion has been paid to the behavioral health of fire service
members until recently with the advent of Employee
Assistance Programs (EAP) and Critical Incident Stress
Management (CISM). Having uniformed personnel who
are mentally and emotionally fit is an essential building
block for the fire service’s foundation. The behavioral
health component of this Initiative provides important
tools to assist all uniformed personnel in achieving
total wellness. The services that are available through a
behavioral health program must ensure the confidential-
ity and privacy of uniformed personnel both in writing
and in practice.

In order to maintain a high level of job performance, our uni-
formed personnel must be able to cope effectively and bal-
ance the emotional, physical, and mental stresses of work and
personal life. If the ability to cope becomes compromised,
these stresses may act to unbalance his or her mental and
emotional health. Alcoholism, drug addiction, the death of a
co-worker, financial distress, marital and family problems,
and occupational stress may be affecting the individual both
on and off the job, which can further affect the individual’s
overall wellness if underlying issues are not addressed.

B Investment

Although much attention is given to the investment of fire
service equipment, greater focus must be given to the in-
dividuals who operate the equipment. Furthermore, in
order to create the best possible workforce the necessary
attention must also be given to the families and support
networks of uniformed personnel. A truly comprehensive
wellness program must provide continual information, ed-
ucation, support, access to resources that uniformed per-
sonnel, as well as their support network can access directly.

The investment and benefit in a comprehensive behavioral
health component is measurable in more than financial
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terms. One study found that, 60 to 80 percent of individ-
uals who utilized counseling services through an EAP re-
turned to fully productive status in the workplace.'
Without attention to and an investment in programs that
addresses the mental and emotional health of our uni-
formed personnel, the reality is a workplace where indi-
viduals are absent more often, involved in more accidents,
receive more injuries, utilize more sickness benefits, and
poorly perform required duties. In such a scenario, uni-
formed personnel are no longer an asset to the depart-
ment, but rather a liability. In a profession that requires
the utmost skill and reliability, an emotionally, physically,
or medically unfit member may jeopardize not only the
safety of themselves, but that of their co-workers.

On a departmental level, having a strong behavioral health
component as a part of a wellness program will enhance
daily operations as well as personnel satisfaction. A be-
havioral health component addresses issues a troubled em-
ployee faces, but can also serve an important function in
promoting proactive health programs. Promoting proac-
tive health programs includes providing educational sem-
inars and distributing a variety of materials on topics that
are of interest to uniformed personnel and their families.
Some issues that can be addressed through behavioral
health program include positive versus destructive coping
strategies, shift work and sleep disturbances, balancing the
stressors of emergency services work and families, weight
control, nutrition, cholesterol control, tobacco use cessa-
tion, fitness, hypertension awareness, preventive medicine,
infection control, substance abuse, retirement planning,
career/vocational guidance, job associated grief counsel-
ing, and other specific work related issues.

B Balance

Having the ability to maintain a balance minimizes the
physical and behavioral risks for uniformed personnel and
is a key factor to the physical demands of the profession.
Uniformed personnel work one or two days on the job fol-
lowed by several days off, having such a balance allows uni-
formed personnel to rest and recharge so that they can
bring their best physical self to their important job of pro-
tecting the public. When the physical balance is disrupted
the onset of fatigue, negative moods, error and injuries can
occur. The importance of maintaining physical balance and
strength to be effective is undisputed within the profession.

Balance is also a key factor for behavioral health. When
behaviors, moods, thoughts and emotions are not in bal-
ance, a high-risk situation for uniformed personnel can
occur. Unhealthy or aggressive behaviors, negative moods,
thoughts and emotions can disrupt the balance of effec-
tive functioning both in life and on the job. The ability to
maintain balance in behavioral health is critical to uni-
formed personnel because the mind and body are not sep-
arate entities, but are interwoven and connected. The

combination of mind and body produce the whole person
just as hydrogen and oxygen combine together to produce
the fire fighter’s most effective tool — water.

B Resiliency

Uniformed personnel are increasingly faced with events
that are catastrophic, including terrorism, natural and
manmade disasters. Two people who experience the same
traumatic event can have very different reactions to it,
which impacts the after effects an individual may experi-
ence. Increasingly, there is research that focuses on the
adapting mechanisms people have when faced with
trauma or catastrophic events, the emerging theory is
known as Resiliency Theory. The concept of resilience is
the process by which individual’s adapt to the event, as well
as their available network in order to effectively function
after a catastrophic event occurs.?

A fire chaplain trained in Pastoral Counseling explains that
individuals who have a traumatic experience must “attach
meaning to what happened — not necessarily control, but
meaning.”® The ability to gain from and integrate the ex-
perience creates a sense of meaning and provides individ-
uals with the ability to be resilient to and accepting of the
“new normal” their lives undergo after such an event.”
There are some key factors that contribute to resiliency and
include having caring and supportive relationships that
exist within the family structure, as well as externally, a re-
alistic plan and a plan of action in order to deal with the
event, lastly having a positive sense of spirituality.

QUALIFICATIONS OF THE

BEHAVIORAL HEALTH SPECIALIST

Individual fire departments should hire or contract with a
behavioral health specialist to coordinate and oversee the
behavioral health of its uniformed personnel. Ideally, the
behavior health specialist should be a licensed mental
health professional with a Ph.D. or Master’s degree in the
field of psychology or a related and relevant field, which
can include social work, nursing, counseling, mental health
counseling, or training and certification as a physician who
specializes in psychiatry. Regardless, it is essential that the
behavioral health specialist is familiar with the unique
stressors and psychosocial elements of uniformed person-
nel in order to address the needs of the individual who is
seeking or needing assistance.

Essential professional training for a behavioral health spe-
cialist should include: Critical Incident Stress Management
(CISM), with required Individual Crisis Intervention and
Peer Support, Group Crisis Intervention and preferred Ad-
vanced CISM; crisis intervention; general stress; group
processes; human communication skills; direct interven-
tion strategies; Post Traumatic Stress Disorder (PTSD);
and being familiar with the environments of uniformed
personnel through ridealongs. Training considered to be



beneficial for the behavioral health specialist includes: sub-
stance abuse; alcoholism; family therapy and physiologi-
cal bases of behavior. Moreover, the behavioral health
specialist should be charged with developing and coordi-
nating the department’s program in order to maximize its
effectiveness for uniformed personnel.

Because a behavioral health program deals with sensitive
issues it is imperative that the behavior health specialist
takes every precaution to ensure the confidentiality of the
uniformed personnel and must be a cornerstone of the fire
department’s program. If uniformed personnel are not as-
sured and do not trust that their participation in the be-
havioral health program will be kept confidential, they will
not utilize it.

PERIODIC BEHAVIORAL HEALTH EVALUATION
As a part of the annual medical examination, a confiden-
tial behavioral health evaluation should be included for all
uniformed personnel. The confidential behavioral health
evaluation should include questions that address: dealing
with stress; alcohol use; financial and family problems;
substance abuse; departmental problems; weight manage-
ment; tobacco abuse; and assistance with any of these
problems for an immediate family member. The depart-
ment’s behavioral health specialist should review each sur-
vey, and then meet with individually with each participant
to review their survey and offer specific counseling for
identified problems. The behavior health specialist work-
ing with the individual should develop a course of action
that will best address the issue(s) with the goal of achiev-
ing a well-balanced individual.

COMPREHENSIVE COUNSELING SERVICES

The department’s behavioral health specialist should be re-
sponsible for providing direct counseling and when neces-
sary promptly referring an individual to behavioral health
care services such as, but not limited to: outpatient coun-
seling; assessing potential high risk addictive behavior and
counseling; substance abuse outpatient treatment; inpatient
chemical dependency treatment; including detoxification;
psychiatric evaluation and treatment; inpatient behavioral
counseling and suicide prevention; financial counseling
and/or debt consolidation; tobacco use cessation classes
and critical incident stress management counseling.

In some instances, these services are available through an
Employee Assistance Program (EAP). However in other
cases, professional assistance from contracted agencies
and/or through the individual’s health plan might become
necessary. The behavioral health specialist should oversee
the coordination of any such arrangements. Behavioral
health assistance, treatment and therapy should be pro-
vided through the individual’s health insurance plan or
through the department’s EAP, just as medical treatment
and physical rehabilitation are provided. If necessary, leave

time should be handled in the same manner as it would be
with any medical problem or issue.

Counseling services can help promote a well balanced life
to uniformed personnel on a wide variety of issues. Hav-
ing resources and a program available to uniformed per-
sonnel will help to establish a holistic approach to
establishing and maintaining a healthy mind-body con-
nection, which will assist in having a well-balanced, high-
performing individual in the work place. Having access to
comprehensive counseling services is an integral part of
the Wellness-Fitness Initiative, as well as many of the per-
formance-based issues that exist in the fire service.

Following referrals by the behavior health specialist and
the use of behavior health services for intervention, if
structured aftercare is necessary it should be made avail-
able to the individual. Including a comprehensive follow-
up and periodic maintenance visits is essential and should
also be provided to both the individual and their families.
A department’s behavioral health program should also
have access to a wide variety of 24-hour help sources.

B Chaplain Services for Spiritual Needs

Fire department chaplains may provide valuable guidance
to those individuals who may be in need of emotional or
spiritual support. Chaplains should be able to address is-
sues using a non-denominational approach and direct per-
sons to any necessary assistance. Chaplains must be able to
recognize signs of stress and implement effective methods
to help uniformed personnel cope with daily and life pres-
sures. Chaplains should have training in current CISM
methods and death notifications. A local clergy person can
be appointed as fire department chaplain to handle emer-
gency situations within the fire department, such as: serious
injury to fire department members; line of duty deaths; no-
tification of family members for serious injuries or fatali-
ties; suicides involving fire department members and their
families; visitation to injured personnel and counseling.

Some important functions of the fire department chaplain
are to assist fire service personnel and their families in
times of crisis, and, to help them with their spiritual needs.
The chaplain can serve as a spiritual liaison with an indi-
vidual’s minister in addressing job stresses. The chaplain
may comfort the bereaved and offer positive direction to
victims’ families. The services of a chaplain can greatly en-
hance an individual’s or family’s emotional response to a
particular incident.?

B Financial Issues

An individual who keeps their financial life in good order
or “fit” can reap many benefits for themselves and their
family. The core exercise for financial fitness is saving
which can prove to be challenging when trying to meet all
other financial obligations. Obviously it is necessary to
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spend money on the essentials for life — housing, food,
transportation, education, insurance and medical care and
recreation, for mental and behavioral health, but savings
can provide both emotional and financial security. Having
resources available to uniformed personnel on financial is-
sues is another tool that will help in creating and main-
taining a healthy balanced life.

There are some essential components to eliminating fi-
nancial stresses including savings, managing debt and
planning for college costs. Saving a portion of your in-
come is key to financial health because it allows to you
cover both foreseen and unforeseen costs and will help po-
sition individual’s for a comfortable retirement. Planning
for the cost of college, whether children are heading to col-
lege in a few years or in 18 years, there are steps that can be
taken to help cover the considerable costs, including: tax
free savings such as 529 Plans and Coverdell Education
Savings Accounts (CESAs).

B Retirement Planning

Retirement is one of the most significant milestones or
passages in life. Retiring from the fire department can alter
an individual’s life in countless ways. Retirement most ob-
viously affects finances and time, but it can also change
how an individual sees themselves, their social network
and friendships, motivation, self-esteem and overall hap-
piness and well-being. Being able to chart a course for re-
tirement will make all the difference in whether the
changes that come with retirement will be financially com-
fortable and emotionally satisfying or a constant struggle.

Making uniformed personnel aware of the changes that
come with retirement is essential to ensuring a smooth tran-
sition. It is important to plan for post-retirement activities,
which do not have to involve work, so that individuals can
deal with the significant changes that come with retirement
and are not caught off guard. Having other uniformed per-
sonnel who have retired can be a benefit so individuals can
learn about the pleasures and pitfalls of retirement.

B Marriage and Health

The marital relationship is the foundation of one’s family
life and for good reason. A three year study conducted by
the Center’s for Disease Control on 127,545 adults found
that married adults are happier, healthier and wealthier
than unmarried adults (Schoenborn, 2004). However, re-
cent studies show that the quality of the marriage, not just
marriage itself, is important. Good marriages reap many
benefits beyond emotional harmony, but the opposite is
also true - bad marriages can have far-reaching negative
effects on an individual’s life. Research has shown that bad
marriages can affect the body’s immune functioning and
slow down the body’s ability to heal from physical wounds
and disease.

Children and youth who are raised by parents in healthy
marriages compared to those raised in unhealthy mar-
riages are:® physically healthier; emotionally healthier;
more likely to succeed academically; less likely to demon-
strate behavior problems in school; less likely to abuse
drugs or alcohol; less likely to show delinquent behaviors;
less likely to become pregnant as a teenager; less likely to
get someone pregnant; and more likely to attend college.

Having services available if any uniformed personnel who
want to improve their marriage and reap the benefits of a
good marriage are an essential component of this Initiative.

B Communication Skills

All uniformed personnel have a variety of relationships
and can include family, friends and co-workers, and are
generally the center of their emotional and social life. A
key to making relationships work for individuals, rather
than against them, is communication. Communication
can be very complex and goes beyond only using words,
but utilizes silence, body language and actions. Generally,
when individuals are relating with other people it com-
monly involves communicating and speaking with others.
Becoming an effective communicator will help establish
self-confidence and continue to further promote the con-
cept of a well-balanced individual.

There are some basics to good communication, whether
in the workplace or at home and should include three as-
pects, honesty, listening and humor.* Honesty includes the
ability to speak honestly about personal issues, concerns,
plans and hopes. Honesty builds trust and trust promotes
good communication. Listening is effective because good
communicators do not just talk, they also listen. Simply
listening communicates to others a level of interest in what
they have to say. Communicating involves listening to oth-
ers and demonstrating an understanding of what they have
said. Listening to others is one of the most powerful com-
munication tools available. Humor, is healthy both phys-
ically and emotionally and is an effective way to put people
at ease, reduce tension and fear. However, like any power-
ful tool, humor should not be used negatively or dis-
paraging to others, which can cause pain.

INCENTIVE TO ACCESS SERVICES

Employees should be permitted to utilize medical leave or
alternate duty in order to access behavioral health services,
this policy should be consistent with leave or alternate duty
for medical issues. By ensuring that uniformed personnel
are able to use medical leave or alternate duty will make
certain they receive timely access to treatment when nec-
essary and appropriate.

Supervisors must be instructed in methods of referring
employees to behavioral health services and the contracted
specialist that are consistent with each department’s poli-



cies. Supervisors must have the ability to make referrals to
the behavioral health specialist, EAP or like services, so that
these services are made available to individuals as a re-
source to improve their job performance. Individuals who
receive evaluations and counseling must be assured that it
is both non-punitive and confidential.

BEHAVIORAL MODIFICATION

Often through modifying a behavior, issues that once
seemed insurmountable can become manageable. Re-
search has shown that how or what an individual thinks
can have a direct impact on moods, emotions and reac-
tions to a situation. Contrary to popular belief, events or
situations do not determine an individual’s mood, but
rather how the individual thinks about the event or situa-
tion can determine their mood or reaction. Two people
can face the same situation or event and have two very dif-
ferent reactions. That is because the situation or event is
interpreted in the individual’s mind, the thoughts are then
translated into feelings about that particular scenario. The
relationship between thinking and feeling, or the mind-
body connection, has been well documented.

Within this context — if thinking affects feelings, then if
an individual can change or modify their feelings or be-
haviors they will then change the way they think about a
situation or event. Often times, an individual’s thinking
can be distorted, inaccurate or irrational, which is a major
cause of negative moods such as sadness, anger, anxiety
and guilt. In general people do not think about their
thinking because it is automatic and seems fixed, but
through practice and strengthening positive attitudes, be-
havior modification can alter negative moods or reactions
to help facilitate more constructive ones.

Establishing a behavioral health program and having the
resources of a behavioral health specialist can help assist
individual’s who are in need of behavior modification. En-
suring that all uniformed personnel receive the necessary
assistance and/or tools to deal with the stresses of everyday
life and those unique to the fire service will benefit not
only the individual and their family, but the department
as well.”

EMPLOYEE ASSISTANCE PROGRAM

An Employee Assistance Program (EAP) or Labor/Em-
ployee Assistance Program (L/EAP) is essentially a cost ef-
fective, humanitarian, job-based strategy to help
individuals whose personal problems impact their work
performance.® Such programs are designed to assist with
identifying and resolving problems that are associated with
an individual’s occupation. The EAP or L/EAP should be
incorporated into the concept of total wellness and address
potential concerns specific to the fire service. A uniformed
member’s primary need for assistance often may be ac-
companied by other underlying problems which may re-

quire support, counseling or intervention. An effective
EAP or L/EAP can restore the uniformed personnel to a
healthy and fully productive life, improve employee
morale, and increase the productivity of the entire de-
partment.

Effective intervention through such programs should in-
clude and be accessible in any of the following circum-
stances: employee request; supervisor suggestion or
recommendation; adverse employee job performance; or
an agreement that establishes EAP or L/EAP participation
as a condition of employment.

Assistance programs can address a wide range of issues
pertaining to the health and well-being of active and re-
tired uniformed personnel, as well as their families. The
scope of problems a L/EAP deals with may include areas
such as: substance abuse issues; addictive behaviors; stress;
marital concerns; family and child issues; domestic vio-
lence; anger management; legal and financial problems;
critical incident stress (including post-traumatic stress dis-
order); cumulative stress; workplace violence; and
death/grief counseling. As these programs become more
diversified, other issues have become a part of these pro-
grams including: medical issues; infectious disease and
HIV/AIDS issues; career/vocational concerns; organiza-
tional problems; gambling addictions; veterans affairs; oc-
cupational diseases; disabilities; and
lay-off/suspension/termination. Health promotion and
health education programs may also be included in L/EAP.

Employees should be able to access L/EAP services without
going through the department’s behavioral health special-
ist. Having direct access to L/EAP is an important compo-
nent. Since the background and training of the behavior
health specialist is conducive to the topics addressed within
a L/EAP and can help set up direct access to services in de-
partments that do not have such services or access. If an
individual requires comprehensive counseling it is recom-
mended that they are referred to a licensed mental health
professional. The mental health professional should be
trained in the field of traumatic stress and other issues spe-
cific to uniformed personnel.

Fundamental to any EAP or L/EAP design is the guarantee
of complete confidentiality and the assurance that job se-
curity or future promotional opportunities are not jeop-
ardized by the employee’s use or need for services that are
provided through such a program.® It is essential that the
employer and employee are informed and have access to
Title 42, a federal law that requires confidentiality of em-
ployee’s records in any organization which utilizes federal
funds. In addition, many states have specific legislation
that addresses the issue of provider-patient privilege for li-
censed health care providers.
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For those departments without L/EAP services, behavioral
health program elements can be provided through spe-
cialized services, such as those described in the following
sections.

SUBSTANCE ABUSE

There are many reasons to what leads an individual to be-
come dependent upon and abuse alcohol and drugs, but it
leads to and becomes a health risk behavior. Alcohol and
drug abuse are not problems that are confined to the user, in
fact, the people most affected by alcohol and drug problems
may be those closest to or dependent upon the user (e.g. fam-
ily, friends and coworkers). Therefore, individuals who have
crossed over into health risk behavior from their alcohol
and/or drug abuse should know that there is help available.

B Alcohol

Alcohol is by far the most abused substance. Alcoholism
has been recognized as a treatable disease by the American
Medical Association since 1956. In most cases it is an em-
ployee with a problem and not a problem employee. Be-
cause it is a progressive illness, it takes time for alcoholism
to become a chronic problem which can result in poor job
performance. Whenever possible, troubled workers should
receive early intervention with referral to a credible sub-
stance abuse program. Early intervention will benefit the
alcoholic, the alcoholic’s family, and the fire department.
Successfully treating alcohol problems will cost society ten
times less than the current cost of alcohol problems.!

Alcohol and drug users frequently have a difficult time
knowing that their use has crossed the line and becoming a
health risk behavior. The abuse of alcohol is defined as an
unhealthy pattern of use with one or more of the following
occurring within a 12-month period, including: use result-
ing in failure to fulfill major work, school or home obliga-
tions; recurrent use in situations in which it is hazardous;
recurrent alcohol related legal problems; continued use de-
spite knowledge of problems caused by or aggravated by use.

B Drug Abuse

Itis important that department policies reflect a strong com-
mitment to a workforce that is free of substance abuse. Each
department should establish a policy that explicitly states,
neither the use of illegal substances nor the abuse of legal
and/or controlled substances will be tolerated. The depart-
ment’s stand and policy regarding substance abuse should
be made clear to all applicants for all department positions.
Moreover, a strong policy against substance abuse for new
hires helps to ensure a drug free career and department. Sub-
stance abuse education should be an ongoing part of a de-
partment’s substance abuse program and treatment should
be made available to those who require or request it.

It is important to emphasize that drug testing does not be-
long within the context of the Wellness-Fitness Initiative.

Most departments have new hire and for cause drug testing
policies, while some others have a random, mandatory test-
ing policy. Whatever the case, drug testing is separate and
apart from this Initiative and in no instance should drug
testing be a part of the annual medical examination and its
blood or urine tests. If drug testing were to be included
within the Wellness-Fitness Initiative it will only create re-
sistance to medical evaluation and physical examination.

The purpose of a substance abuse program in the behav-
ioral health component of the Wellness-Fitness Initiative is
to emphasize rehabilitation, not termination, of the af-
fected individual. Rehabilitation of the individual is the
most effective and compassionate means of retaining a
valuable member of the department.

A functional and credible substance abuse program is nec-
essary if a department hopes to intervene with a troubled
employee in a timely manner. The department should sup-
port the treatment and rehabilitation of an individual and
foster an environment in which s/he can come forward to
request help. A substance abuse program is most effective
when specialized help is made available and readily acces-
sible. The program must be strictly confidential while it
fosters the individual’s recovery from substances such

B Tobacco Use and Cessation
The Wellness-Fitness Initiative includes the following
Tobacco Cessation Policy:

* All new fire department candidates shall be tobacco free
upon appointment and throughout their length of serv-
ice to the department.

* Current fire department uniformed personnel shall not
use tobacco products (cigarettes, cigars, and/or chewing
tobacco) inside the work-site, within or on fire depart-
ment apparatus, or inside training facilities.

A fire department sanctioned tobacco cessation program
shall be made available to incumbent tobacco users. To-
bacco cessation programs must be non-punitive and must
include both short and long term goals.

The TAFF and the pharmaceutical company Pfizer are
working together to help the IAFF become the first smoke-
free union in North America. This initiative includes in-
formation on the health risks of smoking and the benefits
of quitting, tips on how friends and family can help a
smoker quit and information on how to encourage health
insurance plans to make sure they cover smoking cessation.

Smoking is the number-one cause of premature death and
a significant contributor to heart disease, lung disease and
cancer. It is also the leading cause of fires, including fires
that have claimed the lives of IAFF members. Medical data



clearly show that tobacco use is not compatible with
healthy uniformed personnel and is damaging to one’s
health. The use of tobacco, whether through smoking or
smoke-free products, is contrary to the philosophy of this
Initiative and the goals of a comprehensive wellness-fit-
ness program and damaging to the benefits secured by ex-
isting presumptive heart and lung laws.

Several tobacco cessation programs have been well-studied
and have been found to be safe and effective. Success rates
appear to improve when tobacco users who are family
members (e.g., spouses) close friends, or co-workers (e.g.,
other uniformed personnel) stop smoking at the same
time. Types of programs currently include the use of hyp-
nosis, acupuncture, nicotine chewing gum, nicotine patch,
clonidine patch, and varenicline (Chantix). All such pro-
grams have been found to be far more effective when cou-
pled with counseling for behavioral modification. Thus,
the best tobacco cessation programs represent a joint ef-
fort between the physician, other health care providers,
trained counselors, and the support of family and friends.

Many tobacco users are concerned about weight gain follow-
ing tobacco cessation. This concern is justified but, not every-
body gains weight when they quit using tobacco." Studies
have documented a moderate 6-8 pound weight gain follow-
ing smoking cessation.'? This weight gain occurs regardless of
the type of smoking cessation program and is due to increase
in appetite, slowing of metabolism because the loss of the stim-
ulant effects of nicotine, as well an increase in food intake and
poor food selection.” Weight gain must be addressed by to-
bacco cessation programs. All tobacco cessation programs uti-
lized as part of this Initiative should be coupled with formal
nutrition and exercise programs using the same goals and pro-
tocols previously discussed in this document. All programs
should include follow-up counseling and re-enrollment of in-
dividuals in a tobacco cessation program whenever necessary.

In general there is good news with the number of people
who still use tobacco products declining. The health risks
from smoking, whether to uniformed personnel or to the
general population, are now so well known that many
businesses, advocacy groups, and individuals are making
their concerns known. The majority of state governments
have responded with laws that restrict or prohibit smoking
in public places. States and Provinces that prohibit smok-
ing in public, and heavily tax cigarettes, have seen a de-
crease in the number of smokers. For every ten percent rise
in tobacco price, there is a four percent reduction in adult
smokers, and a seven percent reduction in youth smokers.
By 2005, the percentage of U.S. adults who smoked was
half of what is was in 1965. Smoking among young people
reached its lowest level since monitoring began.

It is important to note that tobacco use is one of the most
challenging behaviors to change once someone becomes a

regular user. Like a great many things that are hard to
change, changing from tobacco dependent to tobacco free
can have great rewards. People who quit reduce the risk of
heart attack, lung disease and many cancers. In addition,
they have the satisfaction of eliminating an addiction that
was perhaps more compelling to them than any other
habit in their life. People who become tobacco free can set
an important example for everyone in their network.

To learn more about the IAFF/Pfizer Campaign for a Smoke-
Free Union, visit our web site at www.iaff.org/smokefree.

STRESS

B Stress Management

An effective stress management program can significantly
enhance individual job performance by minimizing job-
related and personal stresses. Stress management programs
can be made available within the department, through out-
side sources, or from internal clinical services. Such pro-
grams may utilize self-management, trained peer-based
programs, or professional sources of help. The various pro-
grams should be dependent upon the degree of stress and
type of assistance that is required. Stress management pro-
grams for uniformed personnel should address issues such
as: job stress; family relations; financial or legal concerns;
and personal concerns or fears related to issues such as in-
fectious disease exposure or post-traumatic stress disorder.

Prevention programs are the most logical means of reduc-
ing the effects of stress on the emotional and physical
health of the individual. Stress prevention efforts may be
provided through the behavioral health component and
with the assistance of the behavior health specialist and
can include behavioral training that begins with each re-
cruit class in the academy during recruit training; having
new hires learn how to recognize reactions to stress; in-
cumbent uniformed personnel visiting the academy to
provide recruits with realistic insights concerning the
stresses that can occur on the job throughout their careers;
incorporating on-going stress management awareness into
personnel training; emphasizing the value of exercise as a
tool to reduce stress; reviewing stress management tech-
niques during promotional and paramedic training; taking
available stress assessment tools so personnel may self
identify stress and access support resources.

B Job Stress

The work of fire service personnel is characterized by long
hours, shift work, sporadic high intensity situations, strong
emotional involvement, life and death decisions, and ex-
posure to extreme human suffering. This type of work may
eventually impose undue stress upon an individual and his
or her family. Often, uniformed personnel cannot deal
with the stress associated with their career on their own
and over time it can become a disability with a need to seek
out additional help in dealing with the stress.
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Stress is now recognized as a major contributor to a vari-
ety of individual health problems." Fortunately, stress
management services relieve these pressures by providing
counseling, critical incident stress management, and edu-
cation to prevent debilitating effects of stress. Some de-
partments have found that offering peer counseling
programs, in addition to the services of an EAP or L/EAP
has been of great assistance to aid personnel.’> Such
trained peer based counseling programs need to include
recruitment, screening, mentoring, and continuing edu-
cation in order to maintain the high level of effectiveness.

B Family Relations

The demands of the fire service profession may eventually
take its toll upon marriages and families. Psychological
stress, substance abuse, and emotional unrest can be dis-
placed onto the family. One study reported a high divorce
rate among fire fighters, increasing with rank and, pre-
sumably, with years of service.'®

Having family problems and stress coupled with the high
stressors of the profession will place additional burdens on
uniformed personnel. In order to have individual’s main-
tain a healthy balance and be effective employee’s it is of
utmost importance to have resources available for uni-
formed personnel who may need to seek help for their fa-
milial relations.

B Infectious Disease Issues

On the job, uniformed personnel come in contact with in-
dividuals who have been exposed to or are infected with
contagious diseases such as hepatitis B, tuberculosis, viral
meningitis, meningococcal and pneumococcal diseases
and HIV/AIDS." The exposed or infected individual is not
exclusively a person who is being rescued or treated at an
emergency site, but may be a coworker.

Counseling and educational workshops for personnel and
their families can help alleviate stress from being exposed
to and potentially infected with a communicable disease.
Education is one of the most formidable weapons for at-
tacking the anxiety, hostility, fear, and ignorance associ-
ated with infectious disease issues.

B Critical Incident Stress Management (CISM)

CISM includes a variety of components and helps to ad-
dress the reactions from an event that may temporarily
overwhelm an individual’s usual coping abilities. CISM
interventions may be utilized pre-incident, during the
event, as well as post-incident. The interventions can take
the form of one-on-one, small groups, and/or large group
format(s) and is dependent upon the needs of those who
are affected. The goals of CISM interventions are to pro-
vide an assessment, information, support, and referrals, if
necessary to normalize common reactions, bolster the
emergency responders’ inherent resiliency, and reinforce

constructive coping strategies for either an individual or
an entire group.

The following are examples of incidents that may result in
a CISM team response: line-of-duty deaths; serious line-
of-duty injuries; suicide of a fellow employee; disaster or a
multi-casualty incident; significant event involving
children; knowing the victim of the event; prolonged
incident with loss of life; excessive media interest; person-
nel placed in extreme danger (hostage, assaults) or any
significant event.

Each of the following CISM options is considered another
“tool in the toolbox.” The combination of “tools” that will
be utilized is dependent upon the particular situation, as
well as the specific needs of the individual or group involved.
The following options are all potential CISM interventions:
pre-incident education and preparation; on-scene support
services; large group interventions (demobilization, Crisis
Management Briefing, respite/rehabilitation centers); small
group intervention (Crisis Management Briefing, defusing,
Critical Incident Stress Debriefing); individual crisis inter-
vention; pastoral crisis intervention; family support serv-
ices; organizational and staff consultation; post-incident
education; and follow-up and referral.

The members of the CISM team who would implement
these tools may include CISM-trained, licensed mental
health and/or medical professionals as the primary
providers of the intervention(s). However, CISM pro-
grams are designed, and work best, when they are peer
driven and clinician guided. Therefore, it is imperative
that an effective CISM program has a complement of
CISM-trained licensed professionals, peers, and chaplains
who go through a rigorous process of selection, training,
and on-going evaluation, including mandatory continu-
ing education.

B Post Traumatic Stress Disorder (PTSD)

When disasters occur, the risk of post traumatic stress dis-
order (PTSD) becomes much greater. Disasters affect
whole neighborhoods, towns, cities or countries. During
disasters, an entire city’s resources may be mobilized to
help restore the hundreds or thousands of people affected.
Without fail, uniformed personnel are on the frontline, the
first to respond to any such disaster. In addition, uni-
formed personnel often stay on the scene of the disaster
for days and weeks if a lengthy recovery operation is nec-
essary. When the magnitude and scope of trauma is so
great, the demands on uniformed personnel’s time,
strength and energy is equally great."”

The physical and emotional demands of rescue and re-
covery do not always allow for uniformed personnel to at-
tend to their own needs. Often taking shortcuts with sleep,
nutrition and remaining connected to their families in the



aftermath of disasters. These shortcuts can short-circuit
the individual’s physical and psychological health. Hours
and days on the scene of a disaster can take a heavy emo-
tional toll. Unexpectedly gruesome sights, mass causali-
ties or loss of friends or family during a disaster can put
even the most senior and seasoned uniformed personnel at
risk for PTSD.

The prevalence of PTSD in uniformed personnel is higher
because of the greater exposure to trauma or critical inci-
dents they experience. Factors related to the development
of PTSD include: greater critical incident duration, inten-
sity, unpredictability, uncontrollability, real or perceived
responsibility and betrayal associated with the critical in-
cident; greater perceived threat from the critical incident or
greater terror and horror in reaction to the incident; fam-
ily history of psychiatric illness; ongoing stressful life
events at the time of the critical incident; lack of social sup-
port; and a social environment that promotes shame, guilt,
stigmatization, or self-hatred.

Traumatic events which can trigger typical traumatic stres-
sors leading to nightmares or intrusive thoughts (re-expe-
riencing), avoidance or numbing (avoiding people or
places associated with the event) and increased arousal (ir-
ritability, difficulty concentrating and sleeping). An indi-
vidual can avoid suffering, as well as that of their family
and co-workers if these symptoms are addressed early on.
At the same time, individuals who have suffered from
PTSD for years, or even decades, can get relief and resolu-
tion with appropriate treatment.

An appreciative community’s gratitude toward uniformed
personnel often comes with the label of “hero.” In fact,
many of the actions at the scene of an accident, fire or dis-
aster are indeed heroic. But the label can come with an un-
intended side effect making uniformed personnel feel that
they themselves should not require help and that if they
do need help that all is lost.

Vulnerabilities arise if problems go unaddressed and begin
to erode functioning, family and friends. Uniformed per-
sonnel who work disaster scenes should take more care,
not less, to make sure that they and their families, who are
also very affected by disasters, are physically and emotion-
ally safe. Maintaining a balance during such times will
allow uniformed personnel to meet the extraordinary
needs of the disaster aftermath.

Related to PTSD, but differentiated primarily by the time
in which it occurs is Acute Stress Disorder. Acute Stress
Disorder generally occurs within the first 30 days follow-
ing exposure to a trauma or critical incident. This disor-
der involves many of the same symptoms seen in PTSD
including the symptom clusters of re-experiencing (night-
mares, intrusive thoughts), avoidance and arousal (anger

and irritability, sleep and concentration difficulties). If
these symptoms continue 30 days after the trauma an in-
dividual may be at greater risk for PTSD.

MARKETING AND AWARENESS OF PROGRAM
To raise awareness of the behavioral health program it is
necessary to undertake initiatives which educate all indi-
viduals about the program itself, as well as its effectiveness,
confidentiality, and availability to individuals and family
members via direct home mailings and staff involvement.
All uniformed personnel should be made aware of the di-
verse services provided through the behavioral health pro-
gram by means of regular notices. Program awareness can
also be made available in alternate ways, such as distribu-
tion of literature, availability of website resources, posters,
and training academies.

Probationary members should receive a comprehensive in-
troduction to the behavioral health program and be en-
couraged to utilize the services and resources available
through the program. All department supervisors should
receive on-going training to be fully knowledgeable in the
components of the program and how individuals can ac-
cess services. Many of the issues addressed within the pro-
gram are highly sensitive and complete confidentiality and
discretion must be practiced and should be the hallmark of
the behavior health program.

SUMMARY

The concept of an individual achieving wellness must be
approached holistically, and includes the well-being of
their physical, medical, and behavioral states. The con-
nection between the mind and body has been well-re-
searched and documented, however for uniformed
personnel there are other factors that must be taken into
account. In providing emergency services to the public in-
dividuals may experience some of the most tragic aspects
of life, as well as not having any control over the events in
which they witness. Being exposed to such circumstances
can create stress responses that are or can become trou-
blesome to the individual, contributing to negative job
performance, psychological and behavioral symptoms.
Decreasing job productivity can further the stress that an
individual experiences which will continue to have a wide
variety of negative impacts on their ability to cope at work,
home and in the community.”

The need to implement and integrate behavioral wellness
programs in departments is essential in ensuring that all
uniformed personnel are able to access and receive the re-
sources needed to deal with the stressors that are unique to
uniformed personnel. To achieve the maximum potential
for all uniformed personnel the idea of wellness must be
incorporated at both an individual and department level.
The goal of a behavioral health program allows both the
individual and their supervisors to be aware that all di-
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mensions of a persons life is interconnected and can con-
tribute to a healthy lifestyle. The basis for many wellness
programs integrates, learning to manage the six dimensions
of life — occupational, physical, spiritual, intellectual, emo-
tional and social** — and are applicable to almost every as-
pect of life and can lead to the path of optimal living.

A comprehensive program for behavioral health includes
a well-planned, labor-management approach to education,
assistance, and treatment. Fire departments must meas-
ure the investment in a comprehensive behavioral health
component in more than its financial costs. Personnel suf-
fering emotional or behavioral problems may negatively
impact the overall effectiveness of a department. This can
manifest itself in increased absenteeism, increased acci-
dents, poor customer service, or poor performance of rou-
tine and required duties. An employee who is physically
and emotionally fit is the foundation of the fire service and
its ability to deliver the service that the public demands
and deserves. To learn more go to the IAFF website at
www.iaff.org/ET/JobAid/EAP/eap.htm
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CHAPTER 6 — Cost Justification

Management and labor shall work together to reduce injuries to uniformed
personnel, and the associated costs, by fully implementing the Fire Service
Joint Labor management Wellness Fitness Initiative.

This chapter highlights the following:

H Introduction

B Methods of Collection

B Measurement and Outcome

B Costs and Claims of WFI Departments Versus Non-
WFI Departments

H Discussion

B Economic Indicators of Fire Department Wellness

B Cost of Fire Fighter Wellness Programs and Return on
Investment (ROI)

B Summary

H Endnotes

INTRODUCTION

Uniformed personnel are at an increased risk for muscu-
loskeletal injuries and cardloresplratory illness compared
to other occupa‘uons Occupatlonal injuries are the lead-
ing cause of disability and/or early retirement for uni-
formed personnel, and cardlovascular dlsease is the most
common cause of work related death.” Fire fighters must
perform physically intense work in extraordinary envi-
ronments including high heat, low oxygen, high carbon
monoxide and other combustible products. In addition to
these job-related hazards, cardiac risk factors are hlgher
among fire fighters than other comparable worker groups.
As uniformed personnel age, there can be an increase in
the prevalence of 1nact1v1ty, hypertension, lower fitness
level, and obesny Although the work-related death rate
is lower than several occupations, fire fighters’ rate of in-
jury is markedly higher than other comparable J'obs, with
the annual injury rate 8.6 times that in mining.

Tens of thousands of fire fighters are injured each year
while fighting fires, rescuing people, responding to haz-
ardous materials incidents and training for their job. While
the majority of these injuries are minor, a substantial num-
ber are debilitating and career ending. These injuries con-
tribute to a significant human and financial toll to
personnel and the jurisdictions where they work, through
lost work hours, higher insurance premiums, overtime,
disability and early retirement payments.

In recent years health care costs have risen dramatically, in
the past year alone a 12 percent increase was seen in both
the public and private sectors. Administrators are calling
for more rigorous use of economic evaluations to guide
resource allocation and spending. This is especially true in
city and county governments with regard to the rising

costs of fire and police agencies. " One strategy used to
control the rising health care costs is to implement work-
site health promotlon * The rationale for worksite health
promotion has been well documented from research out-
side of the fire service. A number of studies have addressed
the question and have shown a favorable Return on In-
vestment (ROI), 7 for comprehensive health promotion
programs. In fact, over 143 studies demonstrate positive
ROI associated with worksite health promotion. Exami-
nation of the this peer-reviewed literature concludes that
the financial benefits of well-designed, well-implemented
health promotion programs substantially exceed thelr
costs and have a positive ROI and benefit/cost ratio.

While worksite wellness programs have achieved economic
success, initial start up costs can be expensive to imple-
ment and may not always be viewed as cost effective, es-
pecially in the short-term. 'In addition, most of the
programs studied were in white collar or management in-
dustries, and the favorable outcomes were in the reduction
of medical costs for chronic illnesses, rather than muscu-
loskeletal injuries that are common in fire fighting. In gen-
eral, most fire departments have limited “wellness”
resources and services available to the uniformed person-
nel. Thus, fire service decision-makers debate whether or
not an adequate ROI is available for the amount of time,
effort, and energy that go into implementing and main-
taining a fire fighter health promotion program.

In 1996, the IAFF and IAFC, in conjunction with 10 fire
departments in North America, created and adopted the
Fire Service Joint Labor Management Wellness-Fitness Ini-
tiative (WFI). Components of the WFI include a medical
evaluation, fitness assessment, injury prevention and re-
habilitation, behavioral health, and data collection (de-
partment injury and associated cost). The WFI i is des1gned
to improve the quality of life for all fire ﬁghters * while si-
multaneously seeking to prove the value of investing well-
ness resources over time. One of the major roadblocks in
preventing fire departments from implementing the WFI
is cost and concerns about the economic benefit of such a
program. Therefore, the objective of this chapter is to de-
termine the economic impact by calculating occupational
claims and costs among the charter fire departments that
adopted and implemented the WFI.
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METHODS OF COLLECTION

In 2006 and 2007, Human Resources and Risk Manage-
ment Sections of the original 10 fire departments were con-
tacted to acquire aggregated data on workers’ compensation
claims, lost work hours, and total incurred costs, prior to
and after implementation of the WFL. Eight of the fire de-
partments had sufficient data to be included in this report
(Table 1), but only four had adopted tracking cost infor-
mation prior to and after implementation (Fairfax County,
Virginia; Indianapolis, Indiana; Los Angeles County, Cali-
fornia; and Phoenix, Arizona). The other four fire depart-
ments for various reasons, did not advance in the adoption
of policies, procedures, and practices recommended in the
WEF], however, they did track occupational injury and ill-
ness claims and cost information to act as comparison or
control sites (Austin, Texas; Calgary, Alberta; Miami-Dade,
Florida; and Seattle, Washington). Table 1 shows the de-
partments that participated in this project and their par-
ticipation rates. Wellness-Fitness Initiative fire departments
have a mandatory, non-punitive policy for individual par-
ticipation and the participation rates increased steadily over
the course of implementation from an average of 54 per-
cent in the first year to 79 percent in 2004.

By working with each department, we were able to gather
occupational injury/illness claims, disability costs, lost
work hours, and total incurred costs annually for a period
of at least five years prior to (as a baseline) and after im-
plementation of the WFI. We attempted to account for
missing information by either not including the specific
individual data into the total, or extrapolating from simi-
lar data the extent of the injury and cost of a claim. All par-
ticipating fire departments had a computerized system of
injury and cost tracking with site-specific unique software
that was either developed internally by the department or
purchased externally.

Table 1: Participating fire department sites

The study did not focus on the type or severity of injury,
but simply the total number of claims. In addition, meas-
urements were obtained including calculations on the av-
erage cost per claim, however, this is an indirect indicator
of the severity of injury/illness, total days lost and the total
annual incurred disability costs. One limitation of this data
is that it only represents occupational injuries or illness,
which likely underestimates the positive impact of imple-
menting the WFI since some reports suggest one-third to
one-half of fire fighter injury or illness time loss is non-
occupational. For example, a fire fighter hurt off shift is
not considered a reportable injury and is not included in
this dataset. That type of injury or illness would only be
tracked by the use of sick leave. Since a fire fighter does not
have to report why they are using sick leave, reporting and
tracking the impact of the WFI on off-shift or non-occu-
pational injuries is difficult. Confidentiality policies and
standards were followed according to the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) med-
ical standards with no ability to identify an individual fire
fighter claim. All fire department data information and
claims are combined then averaged between the four WFI
and four non-WFI participating fire departments. Thus,
the numbers represent the aggregate mean number of
claims and costs for an individual fire department (mean
of the 4 departments) over an annual period.

MEASUREMENT AND OUTCOMES

All fire departments aggregated claims data was combined
and is summarized in the following tables and graphs.
Total number of occupational claims, number of lost days,
total incurred costs, and cost per claim, were assessed be-
tween the four WFI fire departments (Fairfax, Indianapo-
lis, Los Angeles, and Phoenix) and the non-WFI
departments (Austin, Calgary, Miami-Dade, and Seattle)

FIRE DEPARTMENT UNIFORMED
PERSONNEL
Austin, TX 1032
Calgary, ALB 983
Fairfax County, VA 1280
Indianapolis, IN 780
Los Angeles County, CA 3013
Miami-Dade County, FL 1900
Phoenix, AZ 1588
Seattle, WA 1005

WFI PARTICIPATION WFI PARTICIPATION

RATE IN 1997 RATE IN 2004
CONTROL CONTROL
CONTROL CONTROL

65% 85%

70% 95%

10% 50%
CONTROL CONTROL

70% 90%
CONTROL CONTROL



for seven years prior to and after implementation of WFI
among WFI and non-WFI fire departments. As stated
above, data from each department was totaled, then com-
bined and averaged between the four WFI participating
and four non-WFI fire departments. In doing so this re-
moved any ability to identify an individual fire depart-
ment’s cost data, therefore allowing each participating
department to maintain financial confidentiality. The
numbers presented, represent the mean number of claims
and costs for one fire department (mean of the four de-
partments) over an annual time period. The numbers of
lost days from claims were available from some of the de-
partments. Lost work hours data was also extrapolated and
averaged from just those fire departments and adjusted for
all the departments to get the estimated average number of
lost days and hours per site.

The mean total claims, lost hours, and total incurred costs
represent service or occupational benefits paid per fiscal
year for a department. Data from these fire departments
do not include any non-occupational claims and costs be-
cause of the difficulty in tracking this type of information
through private insurance and individual medical
providers. This exclusion of non-occupational injuries in

the cost table below will logically cause the numbers to un-
derestimate the cost savings and potential impact of the
WFI intervention.

COSTS AND CLAIMS OF WFI DEPARTMENTS
VERSUS NON-WFI DEPARTMENTS

In Table 2 the summary data shows the WFI sites (Fairfax,
Indianapolis, Los Angeles, and Phoenix) and non-WFI
sites (Austin, Calgary, Miami-Dade, and Seattle) beginning
with pre-implementation, 1991-1997, to post implemen-
tation, 1998 - 2004. Pre-implementation, for the WFI sites,
there were a total of 3,033 claims, with a total of 40,611
days lost, and an incurred cost totaling $21,695,644, an av-
erage cost per claim over the seven years was $56,845 per
department. For the seven years post WFI implementa-
tion, there was a 5 percent increase in claims, a 28 percent
reduction in days lost, a 3 percent increase in total incurred
costs to $22,276,143, and a 23 percent decrease in the av-
erage cost per claim. By contrast, in the non-WFI depart-
ments there was a 22 percent increase in claims from 1991-
1997 to 1998 — 2004, a 55 percent increase in days lost, a 58
percent increase in total incurred costs, and a 35 percent
increase in average cost per claim per fire department.

Table 2: Mean Occupational Claims, Loss Work Days, Total Incurred Costs, and Average Cost Per Claim For WFI

and Non-WFI departments.

Implementing WFI

Not Implementing WFI

Lost Total Average Lost Total Average
Clain wh Work Incurred Cost Pger Non W El Works Incurred Cost Pger
bate Glais Days Cost* Claim Claims Days Cost* Claim
1991 401 4,213 $1,582,424 $7,645 344 3,689 $2,243,993 $6,699
1002 07 7753 | 31,951,752 | 2 330 3,800 T2, 155,664 6,553
1993 429 5,759 $2,418,216 $7,626 347 3,431 $2,402,384 $6,900
>RE 1004 3305 6,085 | 33,576,016 | 35, 0 3,220 2,385,562 | 96,697 |
1995 438 6,326 $3,600, 762 $8,247 342 4,441 $2,702,118 $7,279
— 1996 137 5,855 54,236,054 | : 372 7,180 §2. 764,044 | %0.724 |
1997 488 6,580 $4,329,490 $9,299 256 3,878 $2,401,968 $7,060
Totals 3,033 40,611 |$21,695644 | $56,855 2359 26,747 | 917,055,723 $47,912
1998 386 3,351 $2,458,116 $6,233 371 3,515 $2,536,780 $7,278
1999 400 3,834 $2,627,379 $6,177 387 4,672 $3,104,697 $8,167
2000 335 4,716 32,801,560 35, 301 437 5823 33,476,799 | $8.517 |
208T 2001 452 4,847 $3,075238 | $6,115 464 6,404 | $3,806,243 $8,856
2002 208 4,725 $3,688,405 | 3 423 B, 335 $4,080,510 10,054
2003 531 4,702 $3,871,945 $7,061 449 7,208 $4,919,355 $11,146
2004 508 5,496 | 33,003,493 | 3 7,431 5,067,363 | 310,500 |
Totals 3,210 31,671 |$22,276,145 | $46,225 3,023 41,388 | $26,991,776 $64,608
Percent | gy -28% 3%* -23% 22% 55% 58% 35%
Change

*All costs are adjusted to 2001 U.S. dollars
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Below, in Figure 1 is graphical representation of Table 2,
which shows the percentage change in claims, lost work-
days, total costs, and average cost per claim for a WFI de-
partment versus a non-WFI department. Statistically, there
was a significant difference (p <.026) for occupational
claims and costs between the fire departments that imple-
mented the WFI and those sites not implementing the
WEI. Regarding occupational claims, there was a 5 percent
increase over the 7 years for a WFI department versus a 22
percent increase for a non-WFI department over the 7
years. For a non-WFI fire department, this represented an
increase of 81 claims per year when compared to 25 claims
per year for a WFI fire department. When comparing lost
hours, there is a 28 percent reduction in lost hours for the
WFI departments compared to a 55 percent increase in
lost hours for non-WFI departments. When assessing
total incurred costs, there was a 3 percent increase in
costs over the 7 years for the pre- and post-implementa-
tion WFI departments and a 58 percent increase in total
costs for the non-WFI fire departments for both pre- and
post-implementation.

In actual dollar amounts (adjusted to 2001 U.S. dollars),
this equates to a total incurred cost increase of $82,900 per
year, per WFI department and a total incurred cost in-
crease of $1,419,435 per non-WFI fire department, per

year. This represents a difference of $1,336,535, which in-
dicates that non-WFI departments spent over $1.33 mil-
lion dollars more per year, per department when compared
to WEFI departments. Results also indicate a similar cost
benefit for the WFI sites as the average cost per claim was
reduced by 23 percent (-$1,518 per claim) over the seven
year period for WFI sites as compared to an increase of 35
percent (+$2,386 per claim) for non-WFI departments.
When these two figures are combined, there was a savings
of $3,904 per annual occupational claim per WFI fire de-
partment as compared to the non-WFI sites. In other
words, a fire department with 500 occupational claims
could save $1,952,000 per year. This potential savings,
nearly $2,000,000 annually, per WFI department is from
occupational claims alone and probably underestimates
the potential longer-term savings from other wellness in-
terventions including non-service related injuries, early
screening and detection of disease, and behavioral health
program components. See Figure 1 below.

DISCUSSION

The information presented suggests an interval reduction
of occupational injury and illness claims and costs among
fire departments that implemented the IAFF/IAFC Well-
ness Fitness Initiative when compared to fire departments
that had only partially implemented the WFI. The results

Figure 1: Percent change in Claims, Lost hours, Costs and Average claim cost between WFI and Non WFI depart-

ments 7 years pre and post implementation.
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also demonstrate that the WFI fire departments have a
lower rate of increasing claims and costs, while simultane-
ously decreasing lost hours and average cost per claim. The
fact that lost hours and average cost per claim is reduced
suggests that injury and illness severity is reduced, espe-
cially in the face of rising health care costs that are greater
than the rate of inflation. Therefore, adoption of the WFI
confers a savings in the short term. We conclude that the
long-term economic benefit could be much greater by pre-
venting and reducing premature fire fighter muscu-
loskeletal injuries and cardiovascular disease through a
comprehensive health risk screening and health promo-
tion program which also avoids the passive impacts of re-
ducing off-duty injury and illness costs.

Were there other factors that may have contributed to this
observed reduction in occupational claims and costs
among the WFI departments when compared to the non-
WFI departments? It is important to understand the diffi-
culty in obtaining specific, reliable, and valid injury and
illness, and workers’ compensation information from de-
partments. Human Resource and Risk Management de-
partments have strict policies that protect and preserve
medical confidentiality. This component coupled with col-
lecting data retrospectively rather than tracking and col-
lecting prospective information as in a prospective study is
very difficult. In any event, the data collected is substan-
tial and represents a significant analysis of positive impact
on return on investment (ROI) through WFI implemen-
tation. With some of the other registry data that is avail-
able, from a national level, an understanding exists
regarding inherent problems in registries and that many
assumptions and variability occur in fire fighter injury and
illness reporting systems.

In 2000, the National Fire Protection Association (NFPA)
reported 84,550 fire fighter injuries that required medical
treatment and resulted in at least one day of restricted ac-
t1v1ty The national fire fighter injury rate reached its
lowest level of 78,000 in 2004; however, the NFPA esti-
mates that 80,100 fire fighter injuries occurred in the line
of duty in 2005. This is an increase of 5.6 percent and the
highest fire fighter injury rate since 2002. An estimated
19,900 injuries or 24.8 percent of all fire fighter injuries re-
sulted in lost work time in 2005. Of interest to note, dur-
ing the same period, 1990-2004, trends in fire fighter
injuries decreased in the U. S desplte an increase in de-
partment’s disability budgets * One of the reasons for a
reduction in injuries is due to a decrease in the number of

responses and actual fires; however, the rate of injuries at
the fire scene remained the same.” According to the NFPA,
the rate of fire ground injuries per 1000 fires over a 15-year
period (1988-2002) ranged from a high of 28.3 registered
in 1990 to a low of 22.4 in 2002.” Another reason the es-
timated number of injuries dropping during this period is
partially due to additional questions on exposures and a
change in tracking and categorizing annual injury and fa-
tality survey reports. However, it appears from the occu-
pational claims and cost information collected for this
project, among the control sites, there has been a steady
increase in fire service related occupational claims, costs,
and lost hours.

ECONOMIC INDICATORS OF

FIRE DEPARTMENT WELLNESS

Over the past five years, in other industries, research sup-
ports the cost-effectiveness of work site wellness programs
having a positive cost benefit ratio on medical illness and
injury, as well as costs by providing preventive care.'
The impact, however, of wellness-health promotion pro-
grams on uniformed personnel is less obvious. Limited sci-
entific data is available on wellness programs in the fire
service and no prospective studies exist that examine the
potential economic impact of a health promotion program
with uniformed personnel.

Uniformed personnel and administration officials are con-
cerned that not enough is being done in terms of preven-
tion (prefab) versus treatment (rehab). For instance,
researchers in Oregon compared dollars spent on fire
fighters health to dollars spent on apparatus maintenance
and repair (Table 3). If maintenance is thought of as pre-
vention, and repair is thought of as treatment, we can see
how much a fire department spends on prevention versus
treatment when comparing fire fighters to apparatus.

The example department’s annual costs are 70 percent for
apparatus preventative maintenance, with approximately
30 percent allocated to repair. In contrast, 97 percent of
fire fighters expenditures are for work related injury and
disability costs, and only 3 percent is budgeted for preven-
tion, “fire fighter wellness.” The interesting element in this
scenario is that the apparatus depreciates over a 12-15 year
life span with no Return on Investment (ROI) outside of
functioning properly during its lifetime of use.

The benefits of wellness-fitness programs, as they relate to
the reduction of fire fighter injuries, have been shown in

Apparatus Fire Fighter Table 3: Percent Cost of
Maitenance/Pieveition 70% 3% Maintenance (Preven-
- tion) and Repair (Treat-
Repair/Treatme nt 30% 97% ment)
Total 100% 100%
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some older studies.” ™ A large-scale study examining the
relationships among the cause, nature, and costs of fire
fighter injury found that overexertion accounted for a sig-
nificant portion of injuries (35 percent of all fire fighter
injuries) at a cost of $9,715 per claim.  Overexertion in-
jury occurs when a physical task exceeds the capabilities of
a fire fighter, which can cause injury. Some of the con-
tributing factors to overexertion injuries are under-
staffing, training, unsafe environmental conditions, poor
posture or ergonomically unsafe positions, and fatigue.
Walton et al calculated that eliminating injuries caused by
overexertion saved, on average, $545 000 per year for a
large city fire bureau from 1992- 1999."

Other studies have examined injury prevention and the
mechanism by which a cost savings is realized. One study
demonstrated that an injury prevention program that im-
proved the flexibility of fire fighters did not reduce injury
rates, but did reduce the severlty of an injury and thus re-
duce the costs associated,” which indicated that fire fight-
ers who participated in a regular flexibility program
returned to work sooner after an injury when compared to
fire fighters in the control group that did not participate in
a flexibility program. Another study showed that increased
emphasis and education on physical fitness contributed to
a reduction in fire fighter injuries and injury costs.”

COST OF FIRE FIGHTER WELLNESS PROGRAMS
AND RETURN ON INVESTMENT

Although fire fighter injuries have been well documented,
the data on the costs associated with such injuries is limited.
More important, the costs assoc1ated with preventing in-
jury are not well documented.” In the TriData Corpora-
tion’s final report to the National Institute of Standards and
Technology (NIST) and the U.S. Department of Commerce
on, “The Economic Consequences of Fire Fighter Injuries
and Their Prevention,” states on page 36, “while wellness
and fitness programs are designed to improve overall fire
fighter health and reduce occurrence of injury, it 1s difficult
to determine the annual cost of these programs.” ” The re-
port emphasizes that wellness programs appear to be the
exception and not the rule among fire departments in the
United States. The TriData report presents a general idea of
what fire departments across the country pay annually for
a wellness-fitness program ranging from $0 to $420,000
(this was representative of only eight de}gartments with a
wide range of services that were offered).

The WFI fire departments represented in this report were
much larger than the fire departments assessed in the Tri-
Data report. The four WFI fire departments sites averaged
1665 fire fighters per department and had first year esti-
mated implementation costs of $1,550,000 per site (~$931
per head) due to start up costs and capital expenditures.
This was followed by an average annual cost of $865,930
(~$520 per head) for maintenance of the WFI program.

These results demonstrate that the WFI departments had
a total cost savings of $1,336,535 the first year of imple-
mentation per site (due to start up costs) and $1,952,000
annually per site thereafter. This appears to be a positive
return on investment with getting most of the initial costs
back the first year and then receiving a positive return on
investment of at least 1:2 for year two. Therefore, for every
one dollar spent on uniformed personnel wellness, via im-
plementation of the WFI, results in an almost immediate
return of over two dollars in occupational injury and ill-
ness costs. Another positive consideration is that these
numbers underestimate the true cost savings since this
does not take into account non-occupational injuries and
the long-term medical costs of premature morbidity and
mortality. Substantial long-term cost savings are expected
from preventing cardiovascular disease, certain cancers,
and reducing early disability from musculoskeletal and
back injury.

This report advocates that fire department wellness pro-
grams do make economic sense and that implementation
the WFI alone will reduce occupational claims and costs.
It is even more likely that incorporating a full behavioral
health promotion program will increase this benefit.
The observed trend in reducing occupational claims
and costs from implementing the WEFI is also
supported by the ongoing PHLAME research study® (web-
site. on PHLAME and cancer control P.L.AN.E.T.
(http://rtips.cancer.gov/rtips/index.do) which demon-
strates for every dollar spent on the fire fighter health pro-
motion program, a substantial cost savings can be realized
after the short-term.’3! In addition, the health promo-
tion activities were also associated with significant reduc-
tions in work-related injury and illness. Table 4 shows the
cost savings of the PHLAME health promotion program.

Costs per Before After
Fire Fighter PHLAME PHLAME
Prevention $150 $585
Treatment $5,175 $2,025
Total Costs Per Claim $5,325 $2.610

Table 4: Return on Investment: PHLAME Program

SUMMARY

This report advocates that fire department wellness pro-
grams do make economic sense and that adopting and im-
plementing an occupational wellness program, such as the
WEF], alone can reduce occupational claims and costs by
while simultaneously improving the quality and longevity
of a fire fighter’s life. In addition, adoption of the WFI is an
important first step in setting up a med1ca1 screenlng and
wellness program for fire departments Addlng addi-
tional behavioral health promotion programs will only en-



hance and improve cost savings. In reference to the sum-
mary report on economic consequences of fire fighter in-
juries compiled by TriData Corporation for the National
Institute of Standards and Technology and the U.S De-
partment of Commerce ’ stated, “the challenge for fire de-
partments and local governing bodies is judging how to
assign the available solutions for reducing direct and indi-
rect expenses from injuries so as to incur the best payoft.
Do formal physical fitness programs and requirements
make a measurable difference in reducing the rate of in-
juries and acute, work-related illness? If yes, then more
time should be devoted to maintaining physical fitness.”
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CHAPTER 7 — Data Collection

Management and Labor shall support systems that confidentially collect
medical, health and fitness data and provide analysis to improve the
wellness of all fire department members.

This chapter highlights the following:

B Introduction

B The WFI Health Information Registry

B Minimum Data Set Elements

B The File Transfer Process

B The Bi-functionality of the Health Information Registry

INTRODUCTION

The Wellness Fitness Initiative (WFI) provides a compre-
hensive plan for the implementation of a fire service oc-
cupational health-wellness program.  Where fully
implemented, this program has provided a template for
standardization of care and integration of various ele-
ments into a cohesive clinical program. Without question,
the WEFI clinical programs have saved lives and improved
the quality of life for uniformed personnel in participating
municipalities.

Separate and distinct from these clinical program ele-
ments, an overarching goal of the WFI has been to collect
and analyze clinical and health outcome data generated in
the 10 member jurisdictions which may be generalized to
the wider uniformed personnel population. Since the in-
ception of the WFI, there have been ongoing efforts to de-
velop a centralized database which would be a repository
for the collected data and information. Several prototype
software efforts have made significant progress toward
defining and understanding the system and software re-
quirements of such an effort.

The development of a centralized database capable of re-
ceiving, storing and retrieving (data mining) the massive
amounts of data involved as a part of this Initiative is a sig-
nificant challenge. Current efforts are focused on the use of
the web-based, (SQL) relational database which is housed
at the headquarters of the International Association of Fire
Fighters in Washington, D.C.

THE WFI HEALTH INFORMATION REGISTRY

As the name implies, the WFI Health Information Registry
(HIR) is a centralized database of medical and demo-
graphic data which will be generated by the clinical pro-
grams in all 10 member municipalities. This database will
provide exposure and health outcomes data for thousands
of uniformed personnel across North America and will be
a unique resource for medical researchers who will ulti-
mately use the HIR to conduct studies relevant to uni-
formed personnel health and wellness.

Registries are well known public health tools which have a
number of useful applications. The formal definition of a
public health registry is “...a data base of identifiable per-
sons containing a clearly defined set of health and demo-
graphic data collected for a specific public health purpose.”

Registries provide an organized system of data collection,
storage and retrieval that allow subsequent analysis and
the ability to query the information in a structured man-
ner, which is based on categories of interest. In this way
large data sets from the contributing WFI departments can
be merged in an ordered manner, analyzed and retrieved to
create meaningful reports on specific health conditions
from the individual cases that have been entered into the
data base.

Registry data offers a number of valuable uses in public
health and medicine and includes: estimating the magni-
tude of specific health problems; determining the inci-
dence of disease; examining trends of disease over time;
identifying high risk groups; estimating health service
needs; and conducting research. The ability for the fire
service to have robust and validated registry data will assist
in future legislative agendas.

Registries collect data on individuals who share certain char-
acteristics, typically a specific disease or condition. This in-
formation includes demographic and medical information.
Registries often seek validation of the data by collecting de-
tailed test results, such as a pathology report from a biopsy
or a specific blood test result. To read more about registries,
please see FAQ on Public Health Registries at the following
web address: www.ncvhs.hhs.gov/9701138b.htm.

In addition to following people with specific diseases, the
registry concept has recently been applied to follow groups
of people who share a common exposure history. An ex-
ample of this concept is the National Exposure Registry
which is operated by the Agency for Toxic Substances and
Disease Registries (ATSDR), and is a part of the Centers for
Disease Control and Prevention (CDC). This registry iden-
tifies and enrolls persons likely to have been exposed to haz-
ardous environmental toxicants, usually due to the location
of the person’s residence near a contaminated Superfund
site. The registry establishes a pool of persons, potentially
at increased risk of health harm, and allows tracking of this
particular group. Health authorities have the ability to
track and subsequently contact registered persons, and can
offer pertinent health information, opportunities for par-
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ticipation in a study, or care recommendations. The course
of the registrant’s health may also be followed over time
through periodic surveys performed by the registry.

ATSDR in collaboration with the New York City Depart-
ment of Health and Mental Hygiene also operates a registry
to track the health effects of 9/11. The persons enrolled in
this registry not only include responders and clean-up
workers, but also residents, students, workers and others
within a prescribed geographic region in proximity to the
event. For more information on this registry please visit
www.nyc.gov/html/doh/wtc/html/registry/about5.shtml#2.
These latter registry examples, of Superfund exposure or
the 9/11 event provide an example of registries that are
based on a shared exposure history. The IAFF registry is
built on the shared exposure history model as well.

The WFI data collection effort is not a research program
per se, in that a formal research initiative would be beyond
the scope of the Wellness-Fitness Initiative. What the HIR
does allow is systematic collection of high quality, validated
medical data which will enable academic researchers to
complete credible scientific studies regarding the health
and fitness status of uniformed personnel. This team ap-
proach will enable the millions of dollars spent by WFI
member jurisdictions, and the large amount of data col-
lected in the course of the WFI clinical operations to be
leveraged by a larger community of academic medical re-
searchers whose analyses will in turn, inform and benefit
the entire fire service membership.

MINIMUM DATA SET ELEMENTS

The goal of keeping the collection process simply has de-
termined the data elements to be included in the registry,
which will assist in the facilitation of participation. The
data collected must be consistent throughout a longitudi-
nal collection process, such as years for this project. The
definitions of data items should conform to other similar
well-established registries, and of course, confidentiality
of the information must always be safeguarded.

This edition of the WFI includes an updated version of the
data elements which will be collected and stored in the HIR.
This version of data elements, compared to the initial data-
base, has been significantly shortened and simplified. The
revision of the data items was undertaken by a WFI Tech-
nical Committee when initial efforts to implement the orig-
inal data dictionary revealed that the time, effort and
resources required to complete the data collection were
problematic for the members of the WFI. The WFI data
items have been modified to include approximately 65 per-
cent of the original data elements determined to be the
minimum data set (MDS) needed to assess the health out-
comes of interest in fire service members as a group. This
minimum data set also allows for the collection of data in
a reasonable amount of time in a clinical setting.

The MDS will consist of 93 data elements obtained from
the WFI questionnaire and physical examination. Thirty-
five of the 93 data points are from the questionnaire and 58
from the physical examination.

Uniformed personnel, as part of the annual WFI exami-
nation will complete a health, wellness, and fitness ques-
tionnaire that will provide 35 data elements to the MDS.
Information collected will include questions in the fol-
lowing areas:

B MDS Questionnaire Data Elements N=35
* Category (number of questions)

* Demographic information — such as gender, race, eth-
nicity and education level (5)

* Current and past fire service employment — includ-
ing time and usual duties (6)

* Illness and injury experience — in the past year as
measured by time off work (4)

* Tobacco and alcohol — use including estimates of
quantity (10)

* Health history current and past — including diag-
noses, medication use, screening tests, and surgeries (5)

* Physical activity — both aerobic and strength training (5)

The physical examination will produce 58 clinical data
points for the MDS. The test results included in the MDS
provide information as to the overall health and fitness of
the uniformed personnel. The data points are separated
into the 5 categories described below:

B MDS Physical Assessment Data Elements
N=58
* Category (number of data points)

* Physical measurements — such as blood pressure,
height, weight, and pulmonary function (10)

* Laboratory data — including blood counts, liver and
renal function and cholesterol (15)

* Audiometry testing (14)

* Immunizations and testing for specific disease (7)

» Fitness testing (12)

Collection and transmission of the MDS data elements to

the TAFF health information registry will require refine-
ment during the early implementation phase of the



process. The MDS database will also require standardized
parameters for coding and allowable ranges for test results
to be accepted for data entry. These standard parameters
promote accuracy and assure data quality.

File design and transfer specifications will be determined
and piloted in transmission exercises during the early im-
plementation of the WFI data sharing phase.

THE FILE TRANSFER PROCESS

The IAFF health information registry which will contain
the MDS data on the members whose departments par-
ticipate in the WFI is housed on a Microsoft SQL server.
The SQL database uses a 4GL relational data model and
stores case related information on a calendar year. The in-
terfaces to this data base will be through web portals which
will allow jurisdictions to easily upload large data files
through secure links to the IAFF database. Specific tasks
related to data transfer are underway at present and in-
clude: development of core collection requirements and
data import rules and integrations; design of server data-
base model and schema, processes for importing and web
based entry; assurance of secure site provisions for confi-
dential health data transfer and storage; data validation
rules; creations of security control SOPs and testing and

audit task methods trials development. During the design
and development phase, members can input their infor-
mation directly on the IAFF web site at
www.iaff.org/hs/wifi.

THE BI-FUNCTIONALITY OF THE HIR

The web-based health information registry hosted by the
IAFF will be much more than a repository to hold the
MDS. Ultimately it will permit the generation of robust
and validated epidemiologic data on the health outcomes
of fire service members.

To achieve this, the HIR must be able to receive uploaded
data from the participating WFI jurisdictions (one func-
tional interface) and be able to down load results of queries
made to it —such as report generation on frequency of a
specific diagnosis, i.e. tuberculosis— in fire service mem-
bers ( the second functional interface).

This could document health risks (i.e. cancer excesses) in the
fire service which could advance legislative or improvement
in working conditions initiatives. The grouped data could
also be used for health education purposes and to show
return on investment for the WFI and other health promot-
ing interventions. M

Figure 1: Structure of IAFF Health Information Registry
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CHAPTER 8 — Implementation

Management and Labor shall work together to fully implement all

components of the WFI.
This chapter highlights the following:

B Introduction
B Step-by-Step Process for WFI Implementation
B Sample Documents and Checklists for
WFI Implementation
B Agreement Phase
B Implementation and Maintenance
B Considerations for WFI Implementation

The WFI DVD contains additional resource files for
use in the implementation of the WFI program. These
resource documents are either in Microsoft Word or
Microsoft Excel, which will allow users to edit and cus-
tomize for their fire department.

To view these resource documents, click on the Imple-
mentation Resources folder and search for the title.
Once you click a document it will open in a separate
window. You can then save the file on your computer.
After you have finished you must close the document to
view another title.

Each subsection of this Chapter notes the applicable
file(s) for that particular subject.

INTRODUCTION

This chapter offers a step-by-step approach to imple-
menting the Joint Labor-Management Wellness-Fitness
Initiative (WFI). Any fire department can use this process
to evaluate a current wellness-fitness program or to design
and implement a new program that meets the criteria
identified in this Initiative. While various elements and
methods of a wellness-fitness program vary from depart-
ment to department, the program development process
will be similar. To assist in this process, sample strategies
and worksheets have been included to assist with imple-
mentation of the WFI in your organization.

Uniformed personnel who respond to emergency incidents
are required to put forth a high level of physical effort. This
effort, over time, affects the long-term health and response-
readiness of our first responders. The consequences of
compromised uniformed personnel health and fitness can
result in serious injury and even death. For the past 20
years, annual fire fighter mortality rates have shown that
50 percent of fire fighter fatalities are the result of various
forms of heart disease. A 2006 study commissioned by the
International Association of Fire Fighters reported similar
findings. Between 2000 and 2005, health and fitness-related
factors contributed to over 50 percent of fire fighter line-of-

duty deaths. What these statistics indicate is that adverse
outcomes facing fire fighters and fire service organizations
may be preventable through improvements in the under-
lying health and fitness of department personnel.

To respond to emergencies safely and effectively and to avoid
injuries and recover rapidly, uniformed personnel must pos-
sess a high level of physical fitness. This includes aerobic fit-
ness, muscular strength, flexibility and endurance, as well as
sound behavioral habits. If significant progress is to be made
in the reduction of health-related fire fighter deaths and se-
rious injuries, it is imperative that fire service organizations
embrace a comprehensive wellness-fitness program.

A wellness-fitness program that is developed and imple-
mented in accordance with the WFI will help secure the high-
est possible level of health to fire response personnel. These
programs have also been shown to provide the additional
benefit of being cost effective, typically by reducing the num-
ber of work-related injuries and lost workdays due to injury
or illness. This has been found in cities and locals around the
country following their implementation of the WFIL.

STEP-BY-STEP PROCESS FOR

WFI IMPLEMENTATION — DESIGN PHASE

B Obtain the Wellness-Fitness Initiative (WFI)
Additional copies of the WFI DVD can be obtained by con-
tacting the IAFF or the IAFC at the following addresses:

International Association of Fire Fighters

Division of Occupational Health, Safety, and Medicine
1750 New York Avenue, NW

Washington, DC 20006

202.737.8484

202.737.8418 (Fax)

http://www.iaff.org

International Association of Fire Chiefs
4025 Fair Ridge Drive, #300

Fairfax, VA 22033-2868

703.273.0911

202.273.9363 (Fax)

http://www.iafc.org

Those involved in the implementation of this program
must take the time to review all chapters carefully to be-
come familiar with the general program approach and ob-
jectives.

Additional Resources: g
* WFI Checklist
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WFI Checklist



DESIGN PHASE



 	Obtain the Wellness and Fitness Initiative (WFI)  



	Establish a Project Team – Sample Flow Chart     Sample Meeting Guidelines



 	Identify and Compare Elements – Sample Comparison Worksheet



	Mission Statement, Goals, and Objectives – Sample Considerations - Goals & Objectives



	Identify Alternative Approaches for each Objective – Sample Alternative Approaches



	 	Develop a Budget – Time-Line Budget & Charts     



Determine Available Funding –  Sample Needs Survey      Sample Grant  



	Develop a Budget Justification – See WFI Chapter 6 – Cost justification



 	Prepare a Strategic Plan – Sample Strategic Plan Agenda 



AGREEMENT PHASE



 	Review the Strategic Plan



 	Submit the Strategic Plan for Adoption



 	Implement the Strategic Plan – Sample MOU      Sample Request for Proposal (RFP)



	Internal Education/Marketing – Sample Communication Plan



IMPLEMENTATION AND MAINTENANCE 



 	Organize Implementation Teams – Sample Team Meeting Agenda



 	Develop an Implementation Strategy – Sample Action Plan Worksheet



	Monitor Progress  –  Sample  Pre-Program Survey



Collect Data  – See WFI Chapter 7 – Data Collection



Review and Update the Plan Regularly – Sample 1-Year Post Survey



WFI STEP-BY-STEP OVERVIEW 



Outline – Sample Large Dept. Re-Org Budget Request 	
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B Establish a Project Team

A project team should be established to develop and im-
plement the program. For the plan to be effective, all mem-
bers of the organization should feel that they have the
opportunity to participate in the implementation process.
Therefore, one of the primary responsibilities of the team
members will be to communicate with members through-
out the organization about the development and imple-
mentation of the WFI. Good written and verbal
communications skills will be an extremely important as-
pect of the process. The team should include representa-
tion from all areas and ranks within the organization. This
should include but not be limited to: the fire department
physician or an appropriate health care professional; the
department’s Wellness Coordinator; and Peer Fitness Trainers
(PFT), who will play a major role in the design and imple-
mentation of programs. Equal representation from both labor
and management will help foster a non-punitive, cooperative
environment and equality among department personnel.

Additional Resources @
+ Sample Flow Chart
+ Sample Meeting Guidelines 8
+ Sample MOU/Contract

B |dentify and Compare Elements of the WFI with
Established Practices
The fire department’s established practices and procedures
should be compared to the WFI requirements and recom-
mendations. The WFI has identified specific components to
be included as part of an organization’s initial assessment.
Many organizations will determine that a number of program
elements supporting these components are already in place.
For example, many departments already have periodic or an-
nual medical evaluations and will not have to add this ele-
ment as a new component of their wellness-fitness program.

The assessment must also determine if, and how well, an ex-
isting or planned program addresses the following key points:

+ Confidentiality of medical and fitness evaluations and
behavioral programs.

* Development of programs which are educational and re-
habilitative.

+ Documented commitments by labor and management to
a positive, non-punitive, individualized wellness-fitness
program.

+ Long-term wellness-fitness goals.

* Program elements that could eventually be made avail-
able to retirees.

* The primary effort will be directed to identifying areas
that will require changes and/or new program elements.
The current activities related to each point should be listed
and then objectives for new elements should be identified.

Additional Resources:
+ Sample Comparison Worksheet

B Develop Mission Statement, Goals,
and Objectives &

* Mission statement:

A summary description of an entity’s purpose that is clear,
direct and keeps the fire department and uniformed per-
sonnel focused within the scope of the WFI. Statements
generally relate to:

* Quality

* Excellence

+ Commitment to uniformed personnel

+ Department goals

+ Compliance with regulations

+ Consistency of service and protection

+ Providing a service and integrating with community and
business sectors

* Goal:
An aim or end result of the proposed action, something to

be accomplished that will assist the program in moving
forward. Goals should be:

+ Specific

* Measurable
* Attainable

* Realistic

* Time-bound

* Objective:

A specific, measurable statement which specifies the de-
sired immediate or direct outcomes of the proposed pro-
gram. Remember that your objectives should support your
goal (i.e., the accomplishment of objectives leads to the
overall accomplishment of goals).

Whether you are writing a grant or selling a program you
must know the following before you start:

« Target: What is the target population for which the de-
sired outcome is intended?

+ How: Outline programs or needs required meeting the
established goals (e.g., committees, consortiums, con-
tracts, etc)?

+ What: A clear statement of the behavior changes/results
expected.

* When: Under what circumstances and what time will the
task(s) be completed (e.g., by a given date, after full im-
plementation of the program, etc.)?

+ Action: Move on to defining the tasks associated with
each objective.

* Benchmarks: Use baseline measurements to start, and re-
alistic benchmarks for progress. Not all phases of the pro-



Worksheet

		CURRENT DEPARTMENT STATUS

		WELLNESS/FITNESS INITIATIVE		YES		In-Progress		NO		COMMENTS		Who will develop sections		Start       date		Implement       date

		MEDICAL:  Chair -

		Medical-annual medical history/exam:

		1.    Vital Signs

		2.    Head, Eyes, Ears, Nose, & Throat

		3.    Neck

		4.    Cardiovascular

		5.    Pulmonary

		6.    Gastrointestinal

		7.    Genitourinary

		8.    Rectal

		9.    Lymph Nodes

		10.  Neurological

		11.  Musculoskeletal

		12.  Body Composition

		13.  Laboratory Tests

		14.  Cancer Screening

		15.  Immunizations & Infectious Disease

		FITNESS: Chair-

		1.   On duty time for exercise

		2.   Equipment/facilities

		3.   Exercise specialists/peer trainers

		4.   Incorporation of fitness into fire service

		5.   Fitness evaluations of :

		Body Composition

		Aerobic Capacity, (Treadmill or Stairmill)

		Flexibility -  modified sit and reach,

		Grip Strength

		Leg Strength (optional Vertical Jump))

		Plank

		Push-ups or Modified Push-ups

		Other

		6.   Exercise prescriptions

		7.   Re-Assessment

		REHAB:  Chair -

		1.   Need for rehabilitation

		2.   Rehabilitation as a priority

		3.   Program criteria

		4.   Fire department medical liaison

		5.   Physical therapy services

		6.   Clinical pathways

		7.   Alternate duty

		8.   Injury prevention program

		BEHAVIOR:  Chair -

		1. Periodic Behavior Health Evaluations

		2. Substance Abuse Programs

		3. Stress Management Programs

		4. Employee/Membership Assistance Programs

		5. Critical Incident Stress Management (CISM)

		6. Nutritional Programs

		7. Spiritual Support Programs

		8. Behavior Modification Programs

		9. Tobacco Cessation Programs

		10. Incentives to Access Services
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SAMPLE MEETING GUIDELINES


PRINCIPLES


· It is in the mutual interest of both Labor and Management to work together so that the _______________ Fire Department is more effective as an organization. The focus of our efforts is total commitment to quality services through the health and wellness of our members.  The Labor/Management process assists in planning policy and procedures as well as resolving a variety of problems/issues that arise.

The Fire Chief and the Fire Department Union leadership have committed to the Wellness/Fitness Initiative (WFI) and active participation in the process of implementation.  In doing so, Management shares authority, and Labor shares responsibility or the process will not work.  


· Labor and Management have committed to continually working on the value of trust.


· Always work on the relationship as well as the issues.  Do not sacrifice a relationship for an outcome.  The most important strength we have for the future is the relationship that we have with each other.  We will never compromise the relationship for the benefit of any party.  It is okay to agree to disagree on certain issues.  When this occurs, it is important to go ahead and process areas of agreement. 


· The WFI is a benefit to everyone involved. Represent the WFI process as positive.  Understand that conflict will occur and use the process to create positive change.


· It is important to meet and communicate regularly, deal with each other directly, and take care of problems when they are small.  Communicate face to face before small issue become larger issues.


· It is understood that the process is not a replacement for collective bargaining.   Those issues that normally fall under collective bargaining will continue under collective bargaining.  


PURPOSE


The purpose of this procedure is to help _____________ Fire Department members understand the WFI so that they will become involved.  This procedure establishes guidelines for committees and subcommittees to conduct meetings and process issues.


The following procedure will:


1.
Assure that all Fire Department members are kept informed of upcoming 
meetings.


2.
Assure that issues discussed in the meetings are brought to the attention of all 
Department members.


3.
Assure that all team and subcommittee meetings, pre-meeting work, and post-meeting work are conducted in a standard manner.


DISCUSSION


Wellness/Fitness committees and subcommittees are important parts of the operation of the ___________ Fire Department.  Within this framework, any member of the Department may have the opportunity to affect the direction of the Department and impact the WFI implementation process.

PROCEDURE


The following guidelines are intended to provide a basis for the process and to assure uniformity.  All Wellness/Fitness committees will operate within the guidelines set by this procedure.  The only exceptions to this policy are committees that deal with sensitive personnel and confidential issues. 


1.
All meetings are open to all Department members.


2. 
Every Wellness/Fitness committee and subcommittee shall have a Management and Labor co-chair.  The Fire Chief/Division head shall appoint the Management co-chair, and the Labor co-chair shall be appointed by the leadership of the appropriate Union. 


Suggested Sub-Committee Assignments: 


1. Medical/Rehab


2. Communication


3. Fitness


4. Behavioral Health

5. Data/Finance


6. Research and Development


3.
If a Wellness/Fitness committee or a subcommittee needs to meet on an emergency basis, every effort shall be made to contact every committee member to notify them of the meeting.  Actions taken at a meeting called on an emergency basis shall be reported at their next regularly scheduled meeting.


4.
Wellness/Fitness committees shall attempt to meet at least quarterly.  The co-chairs shall consult with each other to see if a meeting is needed or they shall pre-schedule meetings quarterly.  Co-chairs shall jointly establish meeting agendas.  Sub-committees will meet as needed.


5.
The date, time, location, and a summary agenda for each Wellness/Fitness committee and certain subcommittee meetings shall be e-mailed to all members and a hard copy sent to all work locations/or divisions as well as posted on the Department network a minimum of two weeks prior to the meeting.

6.
The role and obligation of co-chairs is to facilitate the completion of the action plan through consensus.  Should anyone become disruptive, the Fire Chief and Labor Leaders agree to take corrective action, which may include removal.   

7.

Actions recommended or taken by sub-committees shall be reported to and 
validated by the full Wellness/Fitness committee.

RESPONSIBILITIES


WFI Committee Co-Chairs 


The Committee Co-chairs shall:


1.
Jointly develop agendas for committee or sub-committee meetings.


2.
Assure that all points of view are heard at all meetings; the co-chairs have the 
right to limit the amount of time devoted to any one subject or speaker. 


3.
Assure that Wellness/Fitness committees and sub-committees have appropriate representatives/ expertise from all areas of the Department affected by the work of the group. The co-chairs should also anticipate which work items might touch on functions of Local members and include representation from the work group from the start of the committee.


4.
Assure that there is a balanced membership of Labor and Management and an 
appropriate size committee.


5.
Assure that subcommittees sunset when their work is completed unless they are 
identified as a “standing committee.”


6.
Assure that regular meetings of the committees are held as needed.


7.
Provide meeting notices for all scheduled meetings to all committee members.


8.
Make every effort to contact all Wellness/Fitness committee and/or subcommittee members in the event of an emergency meeting.


9. The Management co-chair of the Wellness/Fitness committee will send an announcement to all Fire Department members as well as provide a print shop ready document to __________________ at least two weeks prior to the committee meeting. This announcement and document shall contain the following information:

1. Name of the committee

2. Date, time, and location of the meeting


3. List of key items to be discussed


________________________ will see that the hard copy of the meeting announcement is distributed to all fire stations, Fire Department facilities and Union office (s).


10.
Within two weeks after a committee meeting, the Management co-chair of the committee will forward a summary of the meeting minutes to ________________________.  They will see that a hard copy of the minutes is distributed to all fire stations, Fire Department facilities, and Union offices.  In addition, they will see that an electronic version of the minutes is posted on the Fire Department’s in-web.


11.
On the vast majority of issues, the committees and subcommittees will be able to reach consensus.  However, from time to time there will be issues on which they simply cannot reach agreement.  When this occurs, the Fire Chief and Union President or Union Representative may be of assistance in reaching consensus.  If this is not successful, the WFI should help guide the actions that the Department can take.


All Fire Department members are encouraged to monitor meeting notices and minutes of meetings.  Members are welcome to attend meetings as desired and express their viewpoint or contact a team or subcommittee member prior to the meeting to express their views.


Wellness/Fitness Committee Guidelines
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WELLNESS/fitness program

SAMPLE MEMORANDUM OF UNDERSTANDING /CONTRACT

The _______ Fire Department and _______ Firefighters, IAFF Local _____ recognize the value of a healthy, well and fit workforce.  The parties will develop and implement a Wellness and Fitness Program consistent with the recommendations of the IAFF/IAFC Joint Labor Management Wellness Fitness Initiative (WFI).  The ____________ Fire Department will implement a wellness/fitness program for each fire fighter to obtain a level of wellness/fitness consistent with the duties he or she may be called to perform.  The wellness/fitness program shall be a positive program and not punitive in design; allow for age and position in the department; allow for on-duty time participation utilizing facilities provided or arranged by the City; provide for rehabilitation and remedial support for those in need; and be reasonable and equitable to all participants.


To achieve such a program a Labor-Management Wellness/Fitness Committee shall be formed within ninety days of the signing of this contract.  The committee will consist of three representatives of the _______ Fire Department, three representatives of _______ Firefighters, IAFF Local _____, the fire department designated physician (non-voting) and an outside medical, physiological and wellness consultant(s) (non-voting) mutually chosen by both parties.


The Labor/Management Wellness/Fitness Committee shall be responsible for four primary areas:


Implementation of the WFI Program:
Reviewing this Initiative and fully adapting the components to the _______ Fire Department.


Statistics and Health:
Developing statistics on experience with lost time and costs due to disease and injury so as to demonstrate how the implementation of the WFI program will avoid or reduce disease and injury; and be cost effective.


Wellness/Fitness Program:   Developing program objectives; developing the program and related activities (e.g. peer fitness trainers (including certification), workshops, smoking cessation and weight control programs); preparing budget.


Executive and Marketing Functions:   Identifying specific objections to the program, developing answers or procedures to overcome the objections, enlisting the help of critical support groups and individuals; investigating legal implications of the wellness/fitness program; establishing policies and directives.


Wellness/Fitness Sample Memorandum of Understanding / Contract
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Sample Goals and Objectives

Wellness/Fitness


Condition:

A lack of funding for Wellness programs necessary to provide fire fighters the quality of life necessary for them to provide high level service to the community they serve.


Major Cause(s):

The Department has created an equal playing field. The Fire Service culture of promoting individuals to management positions because of their fire fighting skills, in a corporate driven market where knowledge equals money, will always leave Fire Service short of funds.  Until now this has created a gap in the ability to:

· Create business plans that are fiscally responsible enough to achieve long term needs.


· Develop proposals necessary to educate the City Council with the information required to persuade them of the Fire Department’s long term needs.

· Understand and efficiently manage the Fire Department budget for long tem growth.


Criteria:

The Fire Department must realize that their employees as their most important resource.


This Department has had an annual budget for vehicle maintenance, and assigned employees to provide for the care and support fire vehicles. In comparison, the Department has budgeted little if anything for fire fighter maintenance, and has __ employee(s) to provide for the Wellness of over ___ fire fighters. 


Why is it easier to justify needing working vehicles than providing wellness services to fire fighters? The reality is we need both to allow for us to fully serve the community.

Effect:

The City spends over $________ annually in disability and times-loss which is almost twice as much as those that provide quality Wellness programs for their Fire Service employees.


Solution:


· The Department steps-up and shows that the employees are their #1 asset


· Wellness funding be an essential part of all fiscal budget packages


· A Wellness Division be created with a line item budget


· A ____% of other Division’s current budget until funding is achieved


· Full implementation of the Wellness Fitness Initiative by 2007-8 budget cycle

· A 2010 goal of a Wellness budget, facility, & personnel equal to the Fleet budget

Medical Evaluation 


Condition:


· The singular greatest cause of fire fighter death in North America is heart attack.

· Orthopedic injuries frequently occur as a result of pre-existing biomechanical faults or physical limitations that may be pain free.


· Fire fighters are at a greater risk for cancer than the general population


Major Cause(s):


· Fire fighting by nature presents significant physical demands and cardiac stress.

· Lack of appropriate medical monitoring allows latent heart disease to remain undetected until potentially catastrophic events occur.


· Fire fighters tend to adopt the “Not Me” complex and without objective consistent evaluations are not aware of the insidious onset of physical deficits.


· Early detection of cancer allows for early and more successful treatment.


· Immunization can prevent disability time loss from exposures to infectious diseases.


Criteria:


The current Medical Evaluation program does little to identify potential problems thus resulting in increased time loss from injury and illness.  Not investing in maintaining the personnel of the department it makes a statement that there is little value in those personnel.  It further exposes the jurisdiction at financial risk by clearing its personnel for duty without an effective evaluation program.


Effect:


Effective Medical Evaluations will help identify individuals at risk allowing for early intervention to reduce the likelihood of injury, illness, or death (e.g. heart attack)


Solution:


· Implement Comprehensive Fire Fighter Medical Evaluations


· Administer Stress EKG and VO2 tests

· Provide routine Cancer Screening


· Fire fighter specific Laboratory tests


· Provide Immunizations for infectious diseases


· Maintain all medical records in a confidential secure manner


Rehabilitation 


Condition:


· Fire fighters are actively working in a strenuous occupation with potentially life threatening heart disease.


· A significant proportion of fire fighter injury and disability results from re-injury to a previously injured body part that was not properly rehabilitated prior to return to work.


Major Cause(s):


· Fire fighters with significant coronary risk factors go undetected and are not directed toward effective cardiac rehabilitation programs.


· Lack of Clinical Pathways to direct clinicians and fire fighters in the rehabilitation effort results in return to work without full restoration of function, and high risk for re-injury.


· Currently fire fighters are treated like the general population with an outcome goal of pain relief and very little emphasis on physical performance criteria.


· Lack of effective early return to work and alternate duty results in prolonged time loss in some cases.


Criteria:


There is a pressing need to develop clinical pathways for rehabilitation of the highest risk areas of the musculoskeletal system (Back, Shoulder, Knee, and Neck).


Programs must be developed to direct fire fighters with significant coronary risk factors for appropriate rehabilitation to reduce those risk factors (Behavioral & Physiological).


Effect:


Create a healthier population of fire fighters with enhanced physical performance capacities thereby reducing their likelihood of injury or death while increasing their productivity.


Solution:


· Develop Clinical Pathways for Injury Specific Rehabilitation


· Promote a “Sports Medicine” model of Rehabilitation


· Produce written and visual materials for treating clinicians and fire fighters


· Liaison with the Medical and Fitness Groups to reduce risk factors


· Develop more effective alternative duty options for transition back to work 


Fitness


Condition:

· Approx. $__________ per year disability costs resulting from fire fighters injuries and illnesses.

· Fire fighters returning from disability with less then 100% of job performance ability.

Major Cause(s):

The main causes of fire fighter injuries and re-injuries are:

· Lack of proper training for specific body movement/use techniques resulting in injuries while performing expected duties.

· Absents of support for fitness programs resulting in Fire Department members who are physically unfit for duty.

· Little or no fire service specific disability case management.

· Lack of ‘Physical Fitness Culture’ results in fitness requirements of job viewed as unwanted or unneeded.


Criteria:


Majority of disability claims are fire fighter injuries to the lower back occurring while lifting from ground to knee height.  Besides being physically fit, physical technique training could alleviate this considerably.  Example: While lifting a cardiac patient on a backboard from the ground to the stretcher, a lower back injury occurs. However, if fire fighter is taught proper lifting technique (on knees with ‘neutral position’ back position), injury does not occur and associated disability costs saved.


Effect:

Fire Department employees incur greatest disability costs per employee of any City department.


Solution:


· Implement physical fitness and technique training with use of certified IAFF/IAFC/ACE Fire Fighter Peer Fitness Trainers (PFT).

· Implement confidential and non-punitive physical fitness evaluations by qualified Wellness/Fitness specialist, with appropriate training.

· Implement ‘Pathways to Wellness’ for return to duty criteria.

· Create ‘Physical Fitness Culture’ with Peer Fitness Trainers, fitness facilities, support of off-shift fire fighter fitness activities, and multiple media venues (website, newsletters) for access to wellness/fitness information.


Behavioral Health

Condition:

The health and wellness of fire fighters needs to be maintained.


Major Cause(s):

Fire fighters have unique demands that require a high level of fitness and the ability to cope with emotional stress.


Criteria:

The demands of fire fighting can cause time loss due to injury and stress.  Compliance with the Wellness/Fitness Initiative should reduce these costs.


Effect:

Compliance with the following Behavioral Component of the Wellness/Fitness Initiative will address these behavioral needs:  Behavioral evaluation, referring services, awareness programs, nutritional counseling and programs, behavioral modification programs, infectious disease support, critical incident stress management, and emergency spiritual services.


Solution:

Compliance with the Wellness/Fitness Initiative Behavioral Components:

1st Year Goals

· Research how other departments meet behavioral components of Wellness/Fitness Initiative

· Increase awareness of current programs through the use of a Wellness/Fitness Web Site and Desktop Reference Guide.

2nd Year Goals

· Provide nutritional counseling services

· Evaluate the effectiveness of city programs with fire fighters

· Investigate incentives for wellness programs

· Update web site and reference guide

3+ Years

· Select and administer a voluntary annual behavioral evaluation

· Offer referrals and follow-up based on the results of the annual behavioral evaluation

· Modify current support programs to meet unique needs of fire fighters

· Implement incentive programs

· Update reference sources


Data/Finance 


Condition:

High disability costs, an incomplete data collection, and analysis system.


Major Cause(s):

Fire fighting places unique mental and physical stresses on employees.  Their wellness and fitness must be maintained like any other city asset, or they become disabled and out of service.  Disability is a liability for both the city and fire fighters.

· Un-maintained fire fighters are more likely to get injured (25 – 75%)

· Stressed fire fighters use more sick leave 


Efficient data collection and analysis allows us to evaluate the effectiveness of programs.

· Confidentiality must be guaranteed

· Data systems should meet department, city, state/provincial, and wellness reporting needs


Criteria:

The current system requires more work to provide less information than other updated systems.

Effect:

The Department will spend approximately $_______ in disability. Other Departments have realized a significant savings by implementing wellness programs and efficient data collection and analysis systems.


Solution:

· Adequately fund the health and wellness preventative maintenance program

· Reinvest disability savings back into wellness programs

· Purchase and maintain a data base system that allows for the following:

· Confidentiality

· Ability to meet department and state reporting needs

· Compatibility with International Association of Fire Fighters national data base

· Enables disability officer to readily track savings


Wellness/Fitness Sample Goals and Objectives
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gram will have baseline data to start with for hard, quan-
titative assertions. It is important, however, to adjust goal
and objective statements in subsequent years, after base-
line and benchmark data become available.

* Measures: In what way will you measure the program’s
progress (e.g., via surveys, statistics measured against
available baseline data)?

* Reports: When requested, be prepared to write a report or
summary.

Additional Resources:
+ Sample Wellness — Fitness Considerations g

B |dentify Alternative Approaches
for each Objective

Alternative approaches for each objective should be iden-
tified. The choice will depend on the specific situation that
exists within each organization. All of the alternatives need
to be evaluated in terms of effectiveness, cost, and the time
required for implementation. For some organizations, it
may be prudent to consider examining the possibility of
developing a joint program with other public safety agen-
cies, either in the same or adjacent jurisdictions, such as
police and fire in the same jurisdiction or a regional fire-
based program. There may also be other entities, either
public or private, in the area that already have a similar
program in place due to federal regulations. Nevertheless,
the approach chosen by one fire department might not be
feasible for another.

B Develop a Budget

Develop a budget that is based on your long-term goals
and objectives. The budget should divide costs into WFI
program components or areas and delineate personnel,
operating and capital costs per fiscal year. Developing the
budget will assist in the planning process and should not
be left to the last step. The budget can be divided and
implemented in phases.

Additional Resources:
* Blank Time-Line Budget Worksheet

B Determine Available Funding

At this time, a determination of available and/or additional

funding should be made.

« Work with partners who can provide or share their
resources or expertise.

+ Consider teaming up with other fire service organizations
or a local school or college athletic program.

* Negotiate a group rate with a commercial fitness center
that could provide or share services or equipment. Such
partnerships can benefit all parties.

+Work with the city, county council or other local
governing bodies to secure funding for the program.
Many fire departments and cities have established a
“matching fund” account in which the city matches each

department contribution with an equal or greater match.
The account pays for items such as certification of Peer
Fitness Trainers (PFTs), seminars, and exercise equipment.

+ Seek out additional information and approaches used by
other departments that have successfully reduced or
contained implementation costs.

+ Grant Funding — For information on fire service grants,
visit the following website: www.firegrantsupport.com.

Additional Resources: g
+ Sample Needs Survey
+ Sample Grant Application 8

B Develop a Budget Justification

One of the major roadblocks in preventing fire depart-
ments from implementing the WFI is the perceived cost
and concerns about economic benefit. The objective of
budget justification is to determine the economic impact
by calculating all costs related to disabilities in your
organization. For more information on this topic see
Chapter 6 on Cost Justification.

H Prepare a Strategic Plan

The strategic plan must identify how the department in-
tends to meet the objectives of the program. The plan must
also present a timeline for phasing in components that will
lead to full implementation.

Additional Resources:
« Sample Strategic Agenda @

AGREEMENT PHASE

m Review of the Strategic Plan

At this point, it is appropriate to conduct a comprehensive
review of the drafted strategic plan, obtaining comments
and suggestions from all stakeholders. This includes labor
and management groups as well as groups from the legal,
risk management, finance divisions, and any and others
deemed necessary to ensure success of the program.

B Submit the Strategic Plan for Adoption

After the plan has been finalized, it should be submitted
to the authority having jurisdiction for review and discus-
sion. The authority having jurisdiction could be a fire
chief, mayor or city manager, city council, town board, or
district trustees. Adequate support information should be
submitted to identify the need for the program and the
goal of achieving specific levels of fire fighter wellness and
fitness. The anticipated benefits to the individual mem-
bers, the fire department, and the community at large
should be thoroughly documented.

B Implement the Strategic Plan

After the concept of the plan has been accepted and ap-
proved, the plan should be officially adopted. This may be
accomplished through an administrative process, such as
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SAMPLE WELLNESS-FITNESS CONSIDERATIONS

VISION / MISSION:

Taking care of our own as well as we take care of others.


Wellness Division Purpose Statement:


To provide the highest quality service to the community, meet all wellness requirements necessary for fire service personnel, and decrease the escalating disability costs. In addition, be proactive by investing resources and personnel to provide programs to maintain healthy, fit, and capable fire service personnel throughout their career.


Outcome:

To provide the services necessary to support and maintain fit, healthy, and capable fire fighters throughout their career.


Output:

Members’ participation is mandatory and non-punitive 

Demand:


Compliance with:

· Federal Laws and Regulations


· 29 CFR 1910.134 Respiratory Protection (US OSHA regulation)

· 29 CFR 1910.120 Hazardous Waste Operations and Emergency Response (US OSHA regulation)

· 29 CFR 1910.156 Fire Brigades (US OSHA regulation)

· 29 CFR 1910.1030 Bloodborne Pathogens (US OSHA regulation)

· NFPA 1500 Fire Department Occupational Safety and Health Program


· NFPA 1582 Medical Programs for Fire Departments

· NFPA 1583 Health Related Fitness for Fire Department Members


· IAFF/IAFC Wellness/Fitness Initiative


· NIOSH Recommendations


· State/Provincial Laws and Regulations


· Expectations of the Citizens

Current Condition:


Fire Service personnel are engaging in strenuous, potentially life-threatening situations to protect the community they serve. This places unique mental and physical stresses on department personnel. Without programs specifically related to the arduous and stressful work associated with the job of fire fighting, disability costs will continue to increase.

Major Causes:


The impacts of the loss of services by the reduction in pension system benefits where wellness needs were met via fire service specific pension physicians and programs. Actions to correct these deficits were not made in a timely cost effective manor. This has left the Fire Department at a crisis stage of spiraling disability costs. 


Solution:


A progressively funded Wellness Division within the Department tasked with developing, implementing and maintaining essential programs to reverse and decrease the escalating disability costs.


PROGRAMS:

Medical Evaluations


Submitted by: ___________________ 


20XX- 20XX Budget Estimate - $XXX, XXX see specific budget narrative


10 Year Budget Estimate - $XXXXXXXX see specific time line

To help ensure all candidates and current members are medically capable of performing their required duties and help to reduce the risk of occupational injures and illnesses.

· Specific Physical/Medical Evaluation


· Specific Laboratory Tests


· Vision Tests


· Hearing Evaluation


· Spirometry


· EKG


· Cancer Screening

· Heart Evaluations

· Fire Fighter Specific Immunization


· Referrals


Medical/Fitness/Injury Rehabilitation


Submitted by:_______________


20XX- 20XX Budget Estimate - $XX,XXX see specific budget narrative

10 Year   Budget Estimate - $ XXXXXX see specific time line

To develop guideline, protocols, and fire service specific evaluations to reduce the risk of occupational injures and illnesses.

· Clinical Pathways


· Fire department medical liaison 


· Injury prevention programs


· Rehabilitation programs as a priority


· Program criteria


· Physical therapy/sports injury services


· Alternate duty


Fitness Programs


Submitted by:_____________________________


20XX- 20XX Budget Estimate - $XXX,XXX see specific budget narrative

10 Year   Budget Estimate - $XXXXXXX see specific time line

To provide programs to evaluate and measure members physical ability to perform their required duties and assist in the recovery of occupational injures.

· Entry Candidate Physical Ability Test (CPAT)


· Exercise Prescriptions


· Fitness and Return-to-Duty Evaluations 


· Equipment & Facilities for On-duty time for exercise


· Equipment safety and maintenance


· Training on proper use of equipment & fitness self assessments


Behavioral Health

Submitted by:____________________________


20XX- 20XX Budget Estimate - $XX,000 see specific budget narrative

10 Year   Budget Estimate - $ XXX,000 see specific time line

Provide fire service specific support in order to ensure healthy, productive employees.

· Access to Behavioral Health Services


· Substance Abuse Programs


· Stress Management Programs


· Employee/Membership Assistance Programs


· Critical Incident Stress Management (CISM)


· Nutritional Programs


· Spiritual Support Programs


· Behavior Modification Programs


· Tobacco Cessation Programs


· Incentives to Access Services

Financial /  Data Collection and Reporting

Submitted by:_______________________


20XX- 20XX Budget Estimate - $X,000 see specific budget narrative

10 Year   Budget Estimate - $XX,XXX see specific time line

Maintaining the health and wellness of firefighters should decrease the significant disability and lost time expenses. An effective data collection and analysis system will help determine the effectiveness of these programs.

· Funding information


· Data collection objectives


· Data component descriptions


· IAFF/IAFF Wellness-Fitness Database


· Information transfer process


· Review of Data Dictionary creation


· Annual report of findings


Total Division Costs:

20XX- 20XX Budget Estimate - $XXX,000 


10 Year Budget Estimate - $ XXX,XXX  See Ten Year Budget Time Line

Estimated Cost Savings:

With a fully functional Wellness Division, an estimated savings of 25% to 75% of disability cost over the 10 years (as estimated IAFF WFI Justification).  Therefore, after initial start up cost , a two year change over period, and based on the currently escalating  annual $XXXXX disability expense, the City should save approx. $XXXXXX –XXXXXX per year


Additional In-House Fire Department Costs:


Membership Communication 


20XX- 20XX Budget Estimate - $X,000 see specific budget narrative


10 Year Budget Estimate - $XX,XXX see specific time line


To provide on-going information, support and guidance to all members so that the members maintain, enhance, and/or improve their health and fitness.

· In-Web development and maintenance


· Reference materials disbursement


· News Letter 


· Local and national labor interaction on wellness issues.


Research and Development 


20XX- 20XX Budget Estimate - $XX,XXX see specific budget narrative

Program will be absorbed into individual sections after initial budget cycle.


To provide the collection and examination of information for the development of Wellness programs so that members can be evaluated and train safely and efficiently at all times.


· Collection of information from other wellness programs


· Equipment acquisition


· Search for new information


· Legal review


· Special events coordination 
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Sample Survey

		GENERAL DATA - TOP Five		1		2		3		4		5

		a) Types of injuries - sprains, strains, dislocations, etc.		Strain		Sprain		Illness 
Exposure		Laceration/Cut		Wound

		b) Areas of the body injured - back, shoulders, knees, etc.		Back		Knee		Shoulder		Ankle		Head

		c) Activity type - training, EMS, fire, station work, vehicle, etc.		EMS		Training		Fire 
Suppression		Fire
Station		Apparatus

		DISABILITY/TIMELOSS FIGURES		2007		2008		2009		2010		2011

		Number of hours of total injury/illness timeloss per year

		Number of hours of occupational injury/illness timeloss per year

		Number of occupational claims per year (OSHA reported)

		Number of employees

		Total injury/illness timeloss costs per year

		Total occupational injury/illness timeloss costs per year

		Total workers' compensation claims costs per year

		Total administrative/overhead costs of workers' compensation program (i.e. include personnel that process claims) and attached a current Organizational Org chart for Department and Occupational Health (Wellness) Center

		FUNDING/COSTS		2007		2008		2009		2010		2011

		Funding Source #1_____________________________

		Funding Source #2_____________________________

		Funding Source #3_____________________________

		Funding Source #4_____________________________

		Funding Source #5_____________________________

		Total costs of Occupational Health Center including the following:

		Facility costs?

		Dept Personnel costs?

		Contracted  Personnel costs

		Equipment/Supplies costs?

		Other costs?

		Other wellness and fitness programs and their costs                              with funding sources, description of benefits, and estimate of saving. from 1-5 above (see examples below)

		A. Transitional Duty Programs

		B. PFT Programs

		C. Injury investigation Team

		D. Physical Therapy Program

		E. Behavioral Programs

		F. Exposure Control and Enviro. Health Programs

		G. CPAT

		H. OTHER(S) - Fitness  Equipment for Stations

		PROFITS/SAVINGS		2007		2008		2009		2010		2011

		Profit from "other Department" medicals

		Number of "cardiac" Saves

		Number of "cancer" Saves

		Number of other "life threatening" Saves

		Estimated "incurred cost" savings  from "Saves"

		Estimated "Time-loss" $ savings from "Saves"

		TOTAL ESTIMATED SAVINGS FROM SAVES		$0		$0		$0		$0		$0



Examples:
1. PFT Programs :Funding Source #4 - improve strength and conditioning of firefighters ...... Estimated 1% in disability costs in five years.
2. Physical Therapy Program: Funding Source #5 -decrease timeloss by having prescribed rehabilitation programs, specific to firefighters, on a timely bases..... Estimated 3% cost in timeloss costs in two years.)

Look at different options or strategies that we may implement to improve the wellness/ fitness of our firefighters. 
Numbers to present our proposals to our elected officials so that they understand our anticipated benefits along with our estimated costs. 
Outline each program along with the costs so that it would be easy to make the connection between the dollar investment and the benefits received.
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The following is the narrative submitted by the Seattle Fire Department in their successful grant awarded under the FEMA FireAct Grant Program”


Top of Form


		Project Description




		* Please provide your narrative statement in the space provided below. Include in your narrative, details regarding (1) your project’s description and budget, (2) your organization’s financial need, (3) the benefit to be derived from the cost of your project, and (4) how the activities requested in your application will help your organization’s daily operations and how this grant will protect life and property.




		Introduction 
The Seattle Fire Department is requesting funds to provide mandatory, non-punitive, occupational wellness and fitness programs for all Seattle firefighters. 

Background 
Since organized in 1894, the Fire Department has evolved from an organization focused only on fire fighting, to one that includes other critical services such as emergency medical services, tactical dive, high angle, hazardous materials response, confined space/trench rescues, building inspections, fire code enforcement, and public education. 

Currently the Seattle Fire Department has a total of 1,030 Firefighters/EMT (81 of which are also Paramedics) who responded to 77,118 emergency calls in 2005 up from 71,157 in 2002. The Seattle Fire Department provides professional fire suppression, disaster mitigation, and emergency medical services to a culturally diverse population of 563,400 (1.5 million during the day). Seattle is a major west coast port city with international rail, air, and sea ports. The Department also provides a regional Metropolitan Medical Strike Team and Urban Search and Rescue Team for both natural disasters and terrorist responses. 

Seattle is identified by the US Department of Homeland Security as one of the seven High Threat Target Cities. (Feb. 2004) The Center for Disease Control has designated Seattle as one of 18 quarantine stations for any major pandemic such as H5N1. Seattle is also at risk for a major natural disaster such as earthquake or volcanic eruption. 

The Seattle Fire Department has prepared for major disasters and urban responsibilities by procuring equipment and increasing training. Seattle has been at the forefront of preparing to respond to regional interoperable emergency responses. It is now time to direct the focus towards taking care of the firefighters who perform these critical duties. 

Project Description and Budget 
With Seattle’s unique role as lead emergency services provider in the Northwest, Seattle firefighters are more likely to encounter physical challenges and stresses outside the ordinary parameters. It is imperative to establish thorough baseline health readings and a comprehensive occupational health program. Firefighter safety depends on fire service specific baseline medical and physical assessments per NFPA 1582 and NFPA 1583. By recording baseline medical information, a member exposed to environmental conditions that could lead to illness, injury or death can have medical experts compare pre and post medical evaluations to better diagnose any conditions and to develop prognosis for recovery. 

Since 1989, Seattle has tried to provide its members with quality on-duty medical assessments through the local Public Health Department. This met minimum Respiratory Clearance standards but has not provided valid baseline medical information or injury prevention. Now with the collaborative support of the City of Seattle, Locals 27 and 2898, and Seattle’s Fire Chief, the Seattle Fire Department is proposing a mandatory and comprehensive Occupational Health and Fitness program for our 1,030 firefighters. This complete program will include fire-service specific entry examinations, incumbent baseline and periodic medical assessments including immunization, occupational injury and re-injury prevention, and physical fitness assessments. 

With the assistance from AFG grants and local support, the Seattle Fire Department has completed three phases of a four-phase plan to ensure that the Department has the necessary response equipment, safety gear, standard operating procedures, and training necessary to provide regional and national disaster support. Phase IV of the plan is to physically take care of the firefighters and help them maintain a personal state of readiness. While the specific goals of this grant can be completed in one year, these monies will establish a program that can continue indefinitely. 

Project Budget: 
A Contracted Medical Provider ($800,000) with in-depth knowledge regarding fire- service specific medical assessments in accordance with the IAFF/ IAFC Joint Labor Management Wellness Fitness Initiative, the Firefighter Line Safety Initiative and NFPA 1582 Standards will provide consolidated medical assessment and immunization of all entry and incumbent firefighters. Three vendors have provided proposals and are willing to bid for these services when funding is awarded. 

To rule out false positives an additional screening ($20,000) at $200 per test can be conducted if indicated for up to 100 members. (based on the LA County Fire Department study of need per 1,000 members) This cardiac screening is important to address coronary artery disease found during the baseline medical assessment. 

Twenty additional IAFF/IAFC/ACE Certified Peer Fitness Trainers will be trained ($15,600) and annual physical fitness assessments (started in 1980 and eliminated in 2000) will be re-instated. Six PFTs will obtain a higher level of certification through the American College of Sports Medicine (ACSM) for an advanced certification known as a Senior PFT (SPFT). 

Standardized PFT fitness kits and manuals (25) will be created ($12,200) for on-shift training. PFT’s will train members in health maintenance, healthy eating habits, physical fitness, injury prevention, and self-care components. Backfill costs ($22,880) will be incurred while members attend PFT and SPFT training classes. Three sets of required IAFF/IAFC Wellness/Fitness Initiative testing equipment ($12,840) will also be purchased for fitness trainers to test member’s fitness on duty. 

Commercial grade equipment will be purchased ($99,000 with tax and shipping) for the 33 fire stations. Since every station has different available space and equipment needs, an extensive survey was conducted to assure that any equipment purchased would be of maximum benefit to each station for all four platoons. The survey results and specific equipment to be purchased for the 33 stations is available upon request. The majority of requests were for treadmills and elliptical trainers. Equipment will facilitate injury prevention and personal fitness through strength, aerobic, anaerobic, and functional/core training during the allotted one hour on-duty wellness/fitness time. Members will be trained by SPFT’s in the use of all new equipment. 

Other Eligible Costs: 
This new Occupational Health and Fitness Program will require initial program support costs for temporary clerical/data support ($15,600) to include data acquisition, management, analysis, and reporting services using a fire-service approved database. Additional costs include developing program documents, supplies, and printing ($1,300) for grant specific Occupational Health and Fitness programs. 

Federal Funds: $799,536 
Local Match Requirement: $199,884 
TOTAL GRANT REQUEST: $999,420 

It is critical to provide baseline medical assessment and annual health screenings to all entry and incumbent Seattle Firefighters both as a reference point for a major disaster and to maintain national medical standards for emergency response. 

Financial Need 
The Department has worked diligently to acquire funding through the regular City budget process as well as from state, federal, and private foundation grant processes, but to no avail. There have been urgent demands to meet the need for equipment and training in response to increased threats. The priority has been to sustain the services that have the greatest impact to our mission of minimizing the loss of life and property resulting from fire, medical emergencies, and other disasters. As a result, even though occupational health and fitness is a priority, the City has been unable to fund the program that would provide initial comprehensive medical baselines. 

The Seattle Fire Department has a 2006 Adopted Budget of $123,106,605. Approximately 88% covers salaries and benefits and the remaining 12% is allocated for equipment, supplies, vehicles, buildings, and other non-labor costs. The City of Seattle has experienced reductions in city-wide services in response to the declining economy and loss of revenues resulting from voter approved initiatives. 

The Seattle Fire Department does not currently have a budget for annual incumbent medical and fitness assessments but continues to submit budget requests to fill this need. The City of Seattle’s Personnel Department will continue to fund up to $165,000 annually toward Washington State’s mandatory Respiratory Clearance, Hearing Conservation, and Immunizations programs. With this funding, since 1989, Seattle has tried to provide its members with quality on-duty medical assessments through the local Public Health Department. This has been successful for required Respiratory Clearance but has not provided valid baseline information because of the members’ on-duty status. The Seattle Fire Department currently funds the approximately $60,000 to $100,000 annual costs for new hire entry medical evaluations which currently is provided via a bidding process by local providers. 

With mounting budget constraints, the city cannot afford to undertake this project without a significant initial investment. We view this proposed occupational wellness program as a strategic investment to reduce the escalating expense of workers’ compensation costs. 

This grant funding will provide the Department with the needed implementation dollars to begin the transition to operating a self-managed Occupational Health and Fitness Program. In the future, the City is positioned to sustain current levels of services and implement components of the occupational health and fitness program that could achieve long term cost savings, but more importantly improve firefighter safety and services provided to the community. 

Cost-Benefit 
This grant will benefit firefighters, the fire department at all levels, city government, and the citizens of Seattle and surrounding regions. As the Northwest leaders in providing support and training for regional interoperable emergency response, firefighters need to remain physically capable of safely responding to daily emergencies and major disasters. With the increasing service demands and required protective equipment, firefighters need a comprehensive Occupational Health and Fitness program, including potential H5N1 immunizations, to meet the physical demands from these increased risks and responsibilities. 

The financial cost of preventing disease can be estimated but the impact of not being prepared to prevent controllable disease or pandemic exposure could be unfathomable. The personal impact on firefighters, their families, and the community being served would be immeasurable. 

Great care has been taken to provide the most service for the least amount of funds. For example, PFT’s will be able to complete a large portion of the injury prevention and fitness training on shift. This reduces the most expensive element of cost - time. 

Firefighters are the department’s greatest resource and expense. Through comprehensive medical care, injury prevention and rehab, and fitness, this resource can be maintained at a cost savings to the city and benefit to the citizens. 

Statement of Effect 
The health and financial benefits of comprehensive occupational wellness-fitness programs are extensive and well documented. First and foremost, this program will ensure that Seattle Firefighters are physically able to meet the extreme physical demands, potential deadly exposures, and inherent hazards involved in providing public safety. A comprehensive, self sufficient, occupational health and fitness program will provide support and assurance to 1,030 fire fighters, as well as the communities that rely on their professional performance. The numerous regional interoperable emergency management programs will not function without healthy firefighters to implement them. 

Firefighters who are healthy, fit, and injury free will enhance the effectiveness of day-to-day operations and help meet the number one goal of the fire service, protection of life and property. The occupational fitness and injury prevention programs will be effective in reducing the number, severity, and frequency of firefighter illnesses, injuries, and fatalities. Current disability costs for 2007 are estimated to be over five million dollars not including backfill cost. Any decrease in disabilities will lead to higher levels of service. 

This program will provide the services needed to protect first responders-- the very backbone of public safety. This grant will broaden the focus of safety beyond equipment and training to the very personnel who are being trained and equipped. This grant will enhance our ability to complete our proposed five year goal of providing the safest and most efficient environment for daily operations under any emergency circumstances. 

Summary 
The implementation of nationally recognized standards can only be accomplished if resources are available to ensure that all our firefighters have access to essential occupational health and fitness programs via acceptable, safe, confidential, and valid practices in order to be prepared for any disaster. 




		* Please describe all grants that you have received from DHS including any AFG grants received from DHS or FEMA, for example, 2002 AFG grant for vehicle or 2003 ODP grant for exercises. (Enter "N/A" if Not Applicable) 
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Sample Strategic Plan


_____/_____/Year ____

I. Project Organization

A. Project Manager - ____________________________________ 

Responsibilities:

Responsible for the management and administration of all program elements including but not limited to: 

1. Program organization, 

2. Budgeting, 

3. Selection and management of subject-area task group leaders, and consultants. 

B. Task Group Manager - _________________________________ 


Responsibilities:


To assist Project Manager in managing task groups by providing subject area expertise and administration support. 


C. Steering Committee


Responsibilities:


Responsible for the oversight and approval of expenditures. Committee to review the activities of subject-area task groups as dictated by project time-line and Project Manager. Committee will meet as scheduled by Chairman. 


Members and Titles:

Consists of members of top staff', subject area task group leaders and Local representative. Suggested list of members to include but is not limited to:


1. Chairman:

2. Vice Chairman:

3. Project Manager:


4. Data Manager:


5. Medical Liaison:


6. Labor Representative:


7. Task Group Manager:


8. Subject-Area Task Group Leaders


Subject-Area Task Groups


Organization - Each component of the Wellness/Fitness Initiative will have a task group assigned. Task groups will be organized to assess the needs of each subject-area and to create Department policy and procedures to support the mission of the entire program. Task Groups will consist of the following:

1. Medical


2. Fitness Testing, Equipment and Peer Training


3. Data Management


4. Behavioral Health 


5. Rehabilitation 


6. Injury and Illness Prevention


Task Group Leaders - Selected based on their ability to effectively manage large-scale project through to completion while holding to budgetary and time-line constraints. Subject-Area Task Group Leaders:


1. Medical: ___________________________

2. Fitness Testing, Equipment and Peer Training: ___________________________


3. Data Management: _______________________


4. Behavioral Health:________________________


5. Rehabilitation:___________________________


6. Injury and Illness Prevention:  _____________________

Responsibilities:

Subject-Area Task Group Leaders are responsible for the selection and management of task group members. Expenditures resulting from researching shall be approved by Project Manager. Subject ​Area Task Group Leaders will present reports for the Steering Committee.


II. Implementation Priority

A. Priority 1: Project Organization


Objective: Establish all elements of program organization. Use of consultants will be investigated.

B. Priority 2: Retrospective Department Wellness/Fitness Study


Objective: To identify past/current wellness/fitness status of Department personnel using benchmarks identified in existing programs. In addition, study will be used to evaluate the strengths and weaknesses of the current program.

C. Priority 3: Implementation of Program Changes within Current System


Objective: To implement changes to the current management processes that assist in identifying wellness/fitness needs of Department. 


D. Priority 4: Staff Positions within Wellness/Fitness Initiative Hired

Objective: New personnel will be hired for the wellness/fitness positions identified in Year –Year budget.


E. Priority 5: Identification of Best Method of implementing all Elements of the Wellness/Fitness Initiative

Objective: After exhaustive research of available methods used to implement the Wellness/Fitness Initiative has been completed, method best suited for the Department will be selected.


Wellness/Fitness Strategic Plan
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Worksheets

		

		Chair:		Currenty		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		Budget		Budget		Budget

		MEDICAL PROGAM ITEMS		Provided		year		year		year		year		year		year		year		year		year		year		year

		Hearing, Vision, Spiro Evaluation

		Fire Fighter Specific Medical Evals

		IAFF/IAFC additional medical items

		Fire Fighter Specific Lab Tests

		EKG

		Cancer Screening

		Specific referral -Heart CT Scans

		Fire Fighter Specific Immunization

		Injury Specific Referrals

		Internatl Staff Costs

		Additional Staffing Costs

		Additonal Lab fee

		Facility supplies

		Equipment cost

		COST				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

										Year		$0						Year		$0

						Estimated Year Budget								$0

																				Estimated Ten Year Budget						$0

		Chair:		Currently		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		Budget		Budget		Budget

		REHAB PROGRAM ITEMS		Provided		year		year		year		year		year		year		year		year		year		year		year

		Alternate duty in Stations develop.		+

		Clinical Pathways

		Medical liaison - Quality control

		Injury prevention programs

		Program criteria reviews/up-dates

		Physical therapy/sports services

		Physical/Sports Therapist (equip.in Fitness budget)

		Referred Services- specialized rehab

		COST				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

										Year		$0						Year		$0

								Estimated Year Budget								$0

																		Estimated Ten Year Budget								$0

		Chair:		Currently		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		Budget		Budget		Budget

		FITNESS PROGRAM ITEMS		Provided		year		year		year		year		year		year		year		year		year		year		year

		Candidate Physical Ability Test (CPAT)		+

		Peer Fitness Trainer's Certification

		Additional PFT expenses

		Equipment safety and maintenance

		Staff Trng & Ed Coord., Asst

		Addition staffing costs

		Fitness self assessments Info

		Equipment & Facilities

		Fitness Evaluations by PFT

		Web info on proper use of equipment

		Exercise Prescriptions OT for PFTs

		Return to duty evaluations

		Support of off-shift FF fitness activities

		COST				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

										Year		$0						Year		$0

								Estimated Year Budget								$0

																Estimated Ten Year Budget										$0

		Chair:		Currently		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		Budget		Budget		Budget

		BEHAVIORAL PROGRAM ITEMS		Provided		year		year		year		year		year		year		year		year		year		year		year

		Annual Behavioral Evals- Investigate other Depts

		Awareness  -Maintain a web site

		Awareness - Station --desk-top reference guide

		Beh Mod- Evaluate  current programs

		Investigate incentives for wellness program

		Peer fitness trainers trained in basic nutrition

		BehMod- Modify to meet unique needs of FF

		Infectious Disease- Non-point exposure support

		Implement incentive programs

		Select Annual Behav. Eval

		Mental health professional

		Administer Annual Behavioral Eval (voluntary)

		Referring Services -Specific follow-up based on eval

		Nutritional Consults

		COST				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

										2003		$0						2004		$0

						Estimated Year Budget										$0

																		Estimated Ten Year Budget								$0

		Chair:		Currently		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		Budget		Budget		Budget

		FINANCE PROGRAM ITEMS		Provided		year		year		year		year		year		year		year		year		year		year		year

		Funding information

		IAFF/IAFF Wellness-Fitness Database

		Disability data to track cost savings

		Secure funding sources

		Data component descriptions

		Review of Data Dictionary -additions

		Data collection objectives

		IAFF Information transfer process

		Annual report of findings

		COST				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

										Year		$0						Year		$0

								Estimated Year Budget								$0

																		Estimated Ten Year Budget								$0

		Chair:		Currently		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		Budget		Budget		Budget

		Communication Items		Provided		year		year		year		year		year		year		year		year		year		year		year

		In-Web Development

		Reference Materials

		New Letter

		Local Travel costs

		Web maintenance

		Equipment/Supplies

		Coping Costs

		COST				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

										Year		$0						Year		$0

								Estimated Year Budget								$0

																		Estimated Ten Year Budget								$0

		Chair:		Currently		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt		1st Qrt		2nd Qrt		3rd Qrt		4th Qrt

		R & D  PROGRAM ITEMS		Provided		year		year		year		year		year		year		year		year

		Equipment acquisition

		Research costs

		Copy costs

		Travel to other Fire Dept -Project Managers

		Travel to other Fire Dept -Other

		Resource Books

		Travel to other Fire Dept -Fitness

		Travel to other Fire Dept -Finance

		Travel to other Fire Dept -Medical/Rehab

		Travel to other Fire Dept -Behavior

		Consultants

		COST				$0		$0		$0		$0		$0		$0		$0		$0

										Year		$0						Year		$0

												Estimated Year Budget								$0



Numbers entered here automatically load figures into                    Totals for charts, Chart By Program, and Chart By Year worksheets



Totals  for charts

				Year		Year		Year		Year		Year		TOTAL 10 yr Cost

		Medical		$   -		$   -		$   -		$   -		$   -		$   -

		Rehab		$   -		$   -		$   -		$   -		$   -		$   -

		Fitness		$   -		$   -		$   -		$   -		$   -		$   -

		Behavioral		$   -		$   -		$   -		$   -		$   -		$   -

		Data		$   -		$   -		$   -		$   -		$   -		$   -

														$0.00		Totals

		Totals		$0.00		$0.00		$0.00		$0.00		$0.00		$0.00



Amounts load automatically
 from Worksheet year totals

Totals automatically create charts



Chart By Program

		Medical		Medical		Medical		Medical		Medical

		Rehab		Rehab		Rehab		Rehab		Rehab
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		Data		Data		Data		Data		Data
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Chart By Year
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64

a general order signed by the fire chief, union contract ne-
gotiations, memorandum of understanding, or it may re-
quire formal adoption through a statute, law, or ordinance.
This adoption process should establish a commitment to
follow through with the programs, practices, and proce-
dures identified in the strategic plan.

Additional Resources: g
« Sample MOU
+ Sample Request for Proposal (RFP)@

H Internal Education/Marketing

Educating all parties involved in the process regarding all
aspects of the plan is crucial to the success of the program.
The information needs to emphasize the benefits and safe-
guards for uniformed personnel and explain how the pro-
gram will bring the fire department into compliance with
accepted national fire service standards and federal regu-
lations.

Additional Resources: g
+ Sample Communication Plan

IMPLEMENTATION AND MAINTENANCE

B Organize Implementation Teams

Once adopted, one or more implementation teams needs
to be established to carry out the objectives of the plan.
Each team shall be responsible and accountable for imple-
menting specific sections of the plan.

Additional Resources
+ Sample Team Meeting Agenda 8

B Develop an Implementation Strategy

A common-sense approach should be used when imple-
menting the plan. Each specific element of the plan needs
to be integrated in such a way that full accomplishment of
the program objectives is ultimately achieved. The imple-
mentation strategy should consider the specific circum-
stances of the individual fire department.

After the implementation strategy has been established,
the plan should be implemented. The implementation
should follow the step-by-step sequence identified.

Additional Resources:
+ Sample Action Plan Worksheet

B Monitor Progress

After implementation, progress should be regularly re-
viewed and periodically assessed for possible changes.
Standard project management practices should be em-
ployed to maintain steady progress toward completing im-
plementation.

Additional Resources:
+ Sample Pre-Program Survey

B Collect Data

It must be emphasized that baseline data collection is es-
sential to future benchmark and comparison data. Often
fire departments are quick to implement a program with-
out setting clear baseline data points. The value of future
cost-benefit support needs good baseline data. See the
chapter on Data Collection for further details.

B Review and Update the Plan Regularly

It is essential that the plan be reviewed periodically to
measure progress, evaluate effectiveness, and ensure that
the objectives and assumptions are still valid. The infor-
mation from program evaluations will help identify pro-
gram strengths as well as needed improvements. Even the
best planned programs may need mid-course or regular
modifications or corrections to reflect new information or
changing conditions. In addition, information collected
through feedback from program participants will provide
insight about meeting participant needs and increasing the
likelihood of ongoing success. Therefore, appropriate
changes or modifications to the plan, which have been ap-
proved by the involved parties, must be made in an ap-
propriate and timely manner to maintain the long-term
success of the program.

Additional Resources: 8
* Sample 1-Year Post Survey

CONSIDERATIONS FOR WFI IMPLEMENTATION

1. Identify the purpose.
2. Identify the key stakeholders.
3. Hold a meeting to create a strategic plan.

a. Describe the reasons for developing the wellness-fit-
ness program (or enhancing an existing program), in-
cluding regulatory issues, wellness-fitness needs of fire
fighters, and roles/responsibilities of the department.

b. Describe the components and goals of the wellness-
fitness program (e.g., use the IAFF/IAFC Joint Labor
Management WFI materials for specifics and guid-
ance; inquire about successful programs or strategies
at other departments for additional ideas).

c. Identify action items and steps needed to come into
compliance, and determine what can be accomplished
in the short-term versus long-term (see step 4 below
on completing a needs assessment).

d. Develop a process and timeline for each step or goal.
Break down this process into manageable tasks.

e. Develop an action plan and make assignments (de-
pending on department size and resources, working
committees or subcommittees may be formed).

f. Identify a process for approval or consensus by the key
stakeholders, as needed.
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WELLNESS/fitness program

SAMPLE MEMORANDUM OF UNDERSTANDING /CONTRACT

The _______ Fire Department and _______ Firefighters, IAFF Local _____ recognize the value of a healthy, well and fit workforce.  The parties will develop and implement a Wellness and Fitness Program consistent with the recommendations of the IAFF/IAFC Joint Labor Management Wellness Fitness Initiative (WFI).  The ____________ Fire Department will implement a wellness/fitness program for each fire fighter to obtain a level of wellness/fitness consistent with the duties he or she may be called to perform.  The wellness/fitness program shall be a positive program and not punitive in design; allow for age and position in the department; allow for on-duty time participation utilizing facilities provided or arranged by the City; provide for rehabilitation and remedial support for those in need; and be reasonable and equitable to all participants.


To achieve such a program a Labor-Management Wellness/Fitness Committee shall be formed within ninety days of the signing of this contract.  The committee will consist of three representatives of the _______ Fire Department, three representatives of _______ Firefighters, IAFF Local _____, the fire department designated physician (non-voting) and an outside medical, physiological and wellness consultant(s) (non-voting) mutually chosen by both parties.


The Labor/Management Wellness/Fitness Committee shall be responsible for four primary areas:


Implementation of the WFI Program:
Reviewing this Initiative and fully adapting the components to the _______ Fire Department.


Statistics and Health:
Developing statistics on experience with lost time and costs due to disease and injury so as to demonstrate how the implementation of the WFI program will avoid or reduce disease and injury; and be cost effective.


Wellness/Fitness Program:   Developing program objectives; developing the program and related activities (e.g. peer fitness trainers (including certification), workshops, smoking cessation and weight control programs); preparing budget.


Executive and Marketing Functions:   Identifying specific objections to the program, developing answers or procedures to overcome the objections, enlisting the help of critical support groups and individuals; investigating legal implications of the wellness/fitness program; establishing policies and directives.


Wellness/Fitness Sample Memorandum of Understanding / Contract
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______________

Fire Department


In Conjunction with 


Fire Fighters Union, IAFF Local ________ 

Request for Proposals 


Date:  ___________________
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Request for Proposal for Medical Baseline Evaluation


Services for ___________ Fire Department Uniformed Personnel 


The following is a Request for Proposal (RFP) to provide comprehensive medical baseline evaluations in accord with “The Fire Service Joint Labor Management Wellness-Fitness Initiative” established jointly by the International Association of Fire Fighters, the International Association of Fire Chiefs and endorsed by the ______ Fire Department, Local ______. The Wellness-Fitness Initiative (WFI) can be obtained by contacting the________ Fire Department Staff identified in section 8.2 of this document.

1.0
INTRODUCTION


The _______ Fire Department, Local ________ (the ”Task Force”) are working in concert  in requesting and evaluating proposals to provide Fire Service specific baseline  medical examinations for the  ________ Fire Department’s ______  uniformed employees. This is a grant funded, time sensitive, and one-year program. The program will be jointly administered by the Task Force while the formal contract will be between the selected proposer and the City of _____, through its Fire Department with joint collaboration with Local____. 


1.1
PURPOSE OF REQUEST FOR PROPOSAL

Through this RFP, the Task Force is seeking to identify interested and qualified service providers for the Fire Service specific baseline medical evaluation for _________ Fire Department uniformed personnel. Vendors must submit proposals for all of the components. Vendor must provide the facility, equipment, and technical expertise to deliver the medical evaluation.

1.2 
SCHEDULE


The beginning date for service delivery is to be no later then______________. The duration of the contract will be no later then____________________ and is subject to adjustment from the information contained in the RFP. In the event the Task Force elects to have additional work elements performed by the selected Proposer, the contract may be extended.


		Task

		Date



		Publish Notice Of RFP

		



		Deadline For Questions From Proposers

		



		Deadline For  Response To Questions

		



		Proposals Due

		



		Proposers Interviews (Completed By)

		



		Select Proposer 

		



		Finalize And Sign Contract

		





2.0
SCOPE OF CONTRACT


The purpose of this RFP is to solicit proposals from qualified medical providers including for-profit health management and delivery companies, not-for-profit health delivery organizations, physicians, physician groups, health maintenance organizations and others to provide medical baseline evaluation services for __________ Fire Department uniformed personnel.


2.1
PROGRAM DESCRIPTION


The program requires a medical provider with in-depth knowledge regarding fire- service specific medical assessments in accordance with the IAFF/ IAFC Joint Labor Management Wellness Fitness Initiative and NFPA 1582 Standard on Medical Programs for Fire Departments to provide consolidated medical assessment, possible immunizations, and data record-keeping services of all incumbent uniformed personnel. 


2.1.1
PROGRAM GOALS

The Baseline Medical Evaluation is designed to accomplish the following services:

· To provide a cost-effective investment in the early detection, disease prevention, and health promotion of ___________Fire Fighters

· To create baseline data to monitor future effects of exposure to specific biological, physical, or chemical agents.


· To detect changes in an individual’s health that may be related to harmful working conditions

· To provide the uniformed  personnel with information about the individual’s occupational hazards and current health


· To comply with federal, state, and local requirements.

· To limit out-of-service time through preventative early intervention of potential problems


· To recommend types of case-management/rehabilitation for injuries to decrease re-injury rates 


2.1.2
FACILITIES

Facilities to perform medical evaluations will not be provided by the City of _________ or the _________________ Fire Department.


2.1.3
PROJECTED WORKLOAD 


Uniformed personnel of the __________________ Fire Department consist of: 


· Fire Chief


· Assistant Chiefs - ______

· Deputy Chiefs - _____

· Battalion Chiefs - _____

· Captains - _____

· Lieutenants - _____

· Fire Fighters – _____

2.1.4
MEDICAL INFORMATION SYSTEM/CONFIDENTIALITY

This is to insure that information from baseline examinations is not improperly released and does not subsequently become harmful to uniformed personnel and their careers while being easily accessible for pre/post comparison in case of a major disaster.

· Medical information must be collected in a database that can provide both aggregate reports as well as specific individual information, that is electronically secure to only pre-authorized medical providers. 


· The medical provider will identify and retain medical records, in a manner of their choosing, so that they can be secured as ______ Fire Fighter personal medical records. 

· At no time will an individual’s medical information be released, or shared, with any city department and/or any other medical provider without written authorization by the employee.  

· Requests for authorization to transfer or destroy any or all of the medical information must be made in writing to The Task Force at least 30 days in advance.


· Aggregate data may be provided to the Fire Chief, Local____, and the Wellness Coordinator, to look at general trends, as long as data from the report cannot lead to the identity of a specific individual. 


· Random data may be requested to be electronically sent to the IAFF National Database, in accordance with the Wellness initiative, once the IAFF database becomes available.

· The Task Force will define content and process for dissemination of any information.

3.0
BACKGROUND

3.1
Department Overview

3.2 
Statement of Need


These uniformed personnel must undergo rigorous testing in order to qualify for employment and must maintain a high level of physical and mental fitness. Job requirements are unique to the fire service and job stresses constant. Uniformed personnel have a need for a wide spectrum of medical services, which must be provided by professionals acquainted with the duties, working conditions, and mental and physical demands of the job, as well as the hours and expectations associated with the provision of preventive and emergency medical services.


4.0
 OBJECTIVES


4.1
Fire Service Specific Medical Provider


The proposal shall include a cost for providing each component of the comprehensive baseline medical evaluation. Provide detailed descriptions of services and costs outlined in Section 5.0 and 6.0, in its entirety. 


5.0
General Overview of Task to be Performed


1. Medical and Occupational/Environmental History questionnaire to be completed by employee & reviewed by Physician. 


2. General Physical and Neurological Examination 


3. Complete Blood Count/Differential/Platelet Count 


4. Urinalysis (Routine and Microscopic) 


5. Blood Chemistry Profile 


6. Electrocardiogram (12 Lead Stress) 


7. Cancer Screening


8. Chest X-ray (PA) one view 

9. Spirometry/Pulmonary Function Test (FVC, FEV1, (FEV1/FVC%) 


10. Visual Acuity 


6.0
PRICE QUOTATIONS AND PROTOCOLS

6.1
Bid Sheet- See Bid Sheet for specific procedures. 


Without exception, any organization/individual responding to this RFP shall use the proposal protocols and procedures as defined below and listed in Appendix A. Price quotations shall be provided in each of the provided spaces ($__________). Any packaged price proposal for baseline medical evaluations shall include, without exception, each of the items outlined. Price quotations must be provided for optional items, as well. The decision to implement any listed items rests with the Task Force and not the provider of these services.

6.2
Fire Service Specific Physician

Ideally, this professional should be board certified in occupational medicine, internal medicine specializing in fields relevant to the fire service such as occupational toxicology, industrial hygiene, epidemiology, infectious disease, pulmonary, cardiology, critical care, orthopedics, and/or emergency medicine. The ability to interact successfully with other professionals is essential since no single person can be a specialist in all fields. Physician must have a thorough knowledge of job-related activities, physical demands of the occupation and stresses associated with fire fighting. The individual must understand the various Fire Service job analyses, remain current on medical literature pertaining to fire service related issues, and conduct ongoing research related to fire fighter’s health, safety, and fitness. Additionally, the physician must have knowledge of local, state, and federal laws as well as the roles of labor and management relating to occupational medicine, health, and safety.


6.3
Project Staff

The Proposer will identify the staff (including any and all subcontractors) that will provide the services defined in this RFP. For each proposed staff member, please provide the following information:


A. Identify a Project Manager as a primary contact with The City and or Task Force for the duration of the contract, and a consistent point of contact for scheduling exams and other work scope matters. Also, identify the location of the Proposer’s office that will serve this contract, and the clinic sites where the exams will be performed.


B. For each member of the team, describe the role that s/he will serve. Indicate those members of the team who will work closely with Task Force.


C. Please indicate the members of your project team who are sub-contractors (if any) to your organization. What is the ratio of staff to subcontractors in your proposed project team?


D. Provide a resume for each of the key medical and management project staff members and medical providers as appendices. Resumes should be no longer than three (3) pages and should contain the following information about each project member:


• Position with the Company and work location


• Years with the Company


• Education, Licenses, and Certifications


• Work experience related to purpose of contract


6.4
Follow-Up or Referral to Personal Physician, Specialist(s) or other Health Care Practitioner(s)

· The Wellness-Fitness Initiative recognizes the importance of consultation and/or referral to outside health care providers and/or specialists. Only possible life threatening abnormal cardiac findings will become automatic referrals. Health care provider will be provided specific instructions for those referrals. 


· General follow-up care is not supported by this RFP. Uniformed personnel have the right to chose who provides follow-up care. Therefore, it becomes the individual uniformed personnel’s responsibility for his/her medical provider selection and payment of any follow-up visits and or procedures. 


· When appropriate, and within the scope of practice, uniformed personnel, at their own expense, may choose the contracted medical provider to provide follow-up services. 

7.0 
PROPOSAL CONTENT


7.1
General Format

The proposal will be the basis for negotiating the final contract documents and therefore must be signed by an individual authorized to commit your organization to the procedures and fee schedule contained in the proposal. Total proposal should not exceed twenty pages. Supplemental information and examples of report formats may be attached to formal proposal.


7.2
Proposal Format

Information shall be provided in this order:


A. Proposals should include a historical summary of the firm’s experience in conducting Fire Service specific baseline medical evaluations and key business data about the organization. It should identify the key individuals in the firm who will work with The Task Force to manage this account and include brief resumes. The location of the Proposer within ________________ or a nearby location and experience with _____________ State/Provincial and Fire Service Safety regulations are highly valued.

B. Proposal shall outline proven practices and procedures that will be used to perform the services as well as items requested in Section 6


· assurance of primary Health Care Provider qualification.


· credentials of professional personnel. 


· plan detailing of evaluation activities, including confidentiality of records


· plan for maintaining written documentation regarding follow-up/referral program or procedure(s) recommendations

· provide a separate document, signed by the official representative of the provider, of assurance that confidentiality requirements are acknowledged and shall be met. 


C. The proposal should identify a minimum of five current, major clients, particularly other governmental entities, with contact names and telephone numbers provided on the Reference Details Forms. Indicate how long your firm has provided occupational medical exam service to these clients and the approximate number and type of exams conducted in each organization.

D. Bid Sheet

E. Contact Details Form

F. Reference Details Form

G. Declaration For Applicants

H. Consultant Agreement


7.3
Cover Letter

A cover letter should be included with the proposal submittal identifying one contact person by name, address, telephone number and FAX number that will be designated as customer service representative , and briefly outline how the firm will meet the needs for conducting occupational medical exams for the __________________ Fire Department.


8.0
PROPOSAL ADMINISTRATIVE REQUIREMENTS


8.1
Introduction

This section of the RFP details the procedures that The Task Force has established for managing and directing the RFP process. The purpose of these procedures are to ensure The Task Force receives proposals that are the result of an open, competitive process, and to ensure that Proposers receive fair and equitable treatment in the solicitation, receipt, and review of their proposals.

In submitting a proposal, the Proposer should assume that the City will insist on executing the contract attached to this RFP without any changes.  If the Proposer wants alternative or additional language or provisions to the attached contract, the Proposer should include with its proposal the complete language change(s) it is proposing, and describe the cost savings or other benefit the City will receive for each change that it accepts.


The Task Force may reject the proposal of any Proposer who fails to comply with any of the requirements of this Section.


8.2
Communication with the Task Force

All Proposer communications concerning this RFP should be directed in writing via mail, fax, or email to:


No other Task Force official or employee is empowered to speak for The Task Force with respect to this RFP Process. Proposers who seek to obtain information, clarification, or interpretation from another Task Force official or employees are advised that such information is used at the Proposers’ own risk, and The Task Force will not be bound by any such representations. Any attempt to bypass this process may be grounds for rejection of the Proposers’ proposal.


8.3
Proposal Instructions

A. Organization and Copies


To be considered responsive, proposals must include the information requested. To facilitate evaluation, proposals should be organized in the order outlined in Section 7. Proposers must provide The Task Force with one original and four (4) copies of their proposals. (Double sided copying and recycled paper is encouraged).


B. Format


To the extent possible, proposals should be prepared on 81/2” x 11” paper and bound or stapled. Proposals should not exceed 20 pages. Supplemental information and examples of aggregate and or individual report formats may be attached to formal proposals as appendices.

C. Readability


Proposers are advised that The Task Forces’ ability to conduct a thorough evaluation of proposals is dependent on the Proposers’ ability and willingness to submit proposals, which are well ordered, detailed, comprehensive, and readable. Clarity of language and adequate, accessible documentation is the Proposers’ responsibility.

8.4
Delivery of Proposal

One original and four copies of your proposal must be submitted to and received by The Task Force no later than 3:00 p.m. _________________. No fax or e-mail transmissions will be accepted. All proposals shall become the property of The City and will be subject to the Public Disclosure Act. Proprietary information which does not bear on evaluation and which you wish to remain confidential should not be included in response materials.


Required written documents as delineated herein must be received before the stated deadline. Failure to submit one or more items will be grounds to reject the proposal from the review and selection process.


Delays caused by any delivery service, including the U.S. Postal Service, will not be grounds for an extension of the proposal due date and time. Proposals received after the due date and time will be returned unopened.


Proposals shall be delivered to the following address:


If using US Postal Service, delivery service (FedEx, UPS, etc) or hand delivery Monday – Friday 8:30AM to 4:30 PM:

8.5
Cost of Proposal

The Task Force will not be liable for any costs incurred by Proposers in the preparation and presentation of proposals submitted in response to the RFP or in the participation in demonstrations.


8.6
Rejection of Proposal

The Task Force reserves the right to reject any or all proposals at any time with no penalty and/or waive immaterial defects and minor irregularities in proposals.


8.7 
Proposal Disposition

All material submitted in response to this RFP, except for proprietary material, shall become the property of The City upon delivery.

9.0 
PROPOSAL EVALUATION PROCESS AND CRITERIA


9.1 
Evaluation Process

Written proposals will be evaluated and rated by The Task Force’s Evaluation Committee. Proposals receiving the highest ratings will be scheduled for an interview with the Evaluation Committee. Ratings will be based on the Proposer’s’ experience providing similar services for a Fire Departments of the size and complexity of the ___________; reasonableness of proposed fee schedule and basis for periodic adjustment; ability to provide appropriate levels of staffing support and service to and coordination with The Task Force; ability to provide clear and timely results and reports to The Task Force regarding aggregate data; ability to provide effective occupational medical consultation to The Task Force as needed; and overall presentation and general approach to providing customer service.

A. The Task Force’s Evaluation Committee will also contact references to help verify the Proposers’ ability to perform the scope of services outlined herein.


B. Based on the results of the evaluation of written proposals, interviews and references, the Evaluation Committee will make its recommendation to The Task Force.

C. Contract negotiations will commence with the selected Proposer. Proposers not selected will be notified in writing of the selection outcome.


D. The Task Force Evaluation Committee reserves the right to:


1. Request a consultant submitting an application to clarify its contents or to supply any additional material deemed necessary to assist in the selection process.


2. Negotiate the program scope, materials, and costs with the selected consultant. If a contract cannot be negotiated with the selected consultant, The City may cease negotiations and reserves the rights to have The Task Force re-evaluate the next highest ranked Proposer if an agreement cannot be reached with the highest ranked Proposer.

3. Modify or alter any of the requirements herein and identify additional tasks to be accomplished prior to executing a formal contractual agreement.


4. Select the Proposer with the best project approach and ability to meet The Task Force’s program needs regardless of cost.


5. Visit a Proposer’s office or clinic facilities to meet with respondent’s staff.


6. Reject any or all applications at any time without penalty.


7. Retain all original data and working papers generated during this RFP process.


9.2
Attachments

A. Bid Sheet 


B. Contact Details Form


C. Reference Details Form


D. Declaration For Applicants


E. Consultant Agreement


9.3 
Evaluation

For the Proposer selection, written proposals will be scored using the following criteria:


Item 








Points


Proposer Qualifications, Expertise, and Experience


40


Proposed Method of Performance including Customer Service
30


Cost








30

[image: image2.emf]CRITERIA SCORING GUIDELINES


SECTION CRITERIA


Excellent


Good


Fair





Proposer Qualifications, Expertise, and Experience


Board certified in occupational medicine, internal medicine specializing in fields 


relevant to the fire service such as occupational toxicology, industrial hygiene, 


epidemiology, infectious disease, pulmonary, cardiology, critical care, orthopedics, 


and/or emergency medicine. 


10


5 2


Has a thorough knowledge of job-related activities, physical demands of the 


occupation and stresses associated with fire fighting including: 


10


5 2


A. In-depth knowledge regarding Fire Service specific medical assessments in 


accordance with the IAFF/ IAFC Joint Labor Management Wellness Fitness Initiative, 


the Firefighter Life Safety Initiative and NFPA 1582 Standards


B. Understand the various Fire Service job analyses, has remain current on medical 


literature pertaining to fire service related issues, and conduct ongoing research related 


to fire fighter’s health, safety, and fitness. 


C. Demonstrated knowledge of local, state, and federal laws as well as the roles of 


labor and management relating to occupational medicine, health, and safety.


6.4


  FOLLOW-UP OR REFERRALS


Stated has access to other professionals/specialist to expedite referrals for 


additional, optional, or other services as needed. 


10


5 2


A. Identified a minimum of five current, major clients with contact names and 


telephone numbers provided on the Reference Details Forms. 


5


2 1


B. Identified the location of the Proposer’s office that will serve this contract and 


the clinic site(s) where the exams will be performed. Stated ability to provide the 


facility and equipment for services listed in the RFP


5


2 1


TOTAL


Proposed Method of Performance including Customer Service


1.2  SCHEDULE


Acknowledged contract is grant funded, time sensitive, one-year program with 


willingness to work with Task Force to successfully complete by May 15, 2008


2 1 0


2.1.4  CONFIDENTIALITY


Confirmed, in writing, that at no time will any individual’s information, data, written or 


verbal, be released, or shared, with any city department, city employee, and/or any 


other medical provider without written authorization by the patient. In addition, must 


request authorization to transfer or destroy any or all of the medical 


records/information in writing to Local 2898, Local 27, and the Fire Department at 


least 30 days in advance.


10 5 0


6.3  PROJECT STAFF


 Provided all requested information in section 6.3 for proposed key staff member or 


subcontractor.


4 2 0


A. Responses of reference/contacts provided by Proposer


6


3 1


B. Responses provided by other Fire Service Departments or Agencies


8


4 2


TOTAL


9.1  EVALUATION PROCESS


MAX 40 Points


MAX 30 Points


7.2  PROPOSAL CONTENT





6.2  FIRE SERVICE SPECIFIC 


PHYSICIAN


SECTION CRITERIA


Below


Within


Above





COSTS


Required items


10 5 2


Group Pricing


10 5 2


Additional Item Costs


5 2 0


Optional Item Costs


5 2 0


TOTAL


Proposer Qualifications, Expertise, and Experience


Proposed Method of Performance including Customer Service


COSTS


TOTAL SCORE





6.1  BID SHEET 


MAX 30 Points




ATTACHMENT  A— Bid Sheet


Without exception, any organization/individual responding to this RFP shall use the protocols and procedures as defined below. Price quotations shall be provided in each of the provided spaces ($__________). Any packaged price proposal for baseline medical evaluations shall include, without exception, each of the items outlined below. Price quotations must be provided for additional items. All price quotation need to include review of lab results for specific known Fire Service cancer risks including  testicular, prostate, skin, brain, rectum, stomach, bladder, and colon cancer, non-Hodgkin’s lymphoma, multiple myeloma and malignant melanoma.


The decision to implement any listed items rests with agreements made between Local _____, and the fire department, not the organization/individual providing these services.


Individualized Health Risk Appraisal



$___________

Written feedback to uniformed personnel concerning health risks and health status is required following the annual examination. Reporting findings and risks and suggesting plans for modifying risks improves the physician-patient relationship and helps uniformed personnel claim ownership of their health status. Individualized health risk appraisals also must include questions that attempt to accurately measure the uniformed personnel’s perception of their health. Health perception can be a useful indicator of potential problems.


Medical History Questionnaire




$___________

An initial pre-employment history questionnaire must be completed to provide baseline information with which to compare future medical concerns. 


Hands-on Physical Examination



$___________

To Include:


Vital Signs - Head, Neck, Eyes, Ears, Nose, and Throat

Cardiovascular - Inspection, auscultation, percussion and palpation.

Pulmonary - Inspection, auscultation, percussion and palpation.

Gastrointestinal - Inspection, auscultation, percussion and palpation.

Genitourinary - Hernia exam (Also, see cancer screening).

Lymph Nodes


The examination of organ systems must be supplemented with an evaluation of lymph nodes in the cervical, auxiliary, and inguinal regions.


Neurological


The neurologic exam for uniformed personnel must include a general mental status evaluation and general assessment of the major cranial/peripheral nerves (motor, sensory, reflexes).


Musculoskeletal


Includes an overall assessment of range of motion (ROM) of all joints. Additionally, observation of the personnel performing certain standard office exercises or functions is helpful in assessing joint mobility and function.


Blood Analysis 






$___________

The following are components of the blood analysis. At a minimum, laboratory services must provide these components in their automated chemistry panel (aka SMAC 20) and complete blood count (CBC) protocols

C-Reactive Protein 


White Blood Cell Count


Differential


Red Blood Cell Count (Hematocrit)


Platelet Count

Liver Function Tests


Includes SGOT/AST, SGPT/ALT, LDH, Alkaline Phosphatase, and Bilirubin


Triglycerides


Cholesterol


Includes: Total Cholesterol, Low Density Lipoprotein (LDL-C) level, High


Density Lipoprotein (HDL-C) level, and Total Cholesterol/HDL Ratio


Glucose

HbA1c

Blood Urea Nitrogen


Creatinine


Sodium


Potassium


Carbon Dioxide


Total Protein


Albumin


Calcium


Urinalysis







$___________

Dip Stick












Includes pH, Glucose, Ketones, Protein, Blood, and Bilirubin


Microscopic












Includes WBC, RBC, WBC Casts, RBC Casts, and Crystals

Vision Tests 






$___________

Assessment of vision must include evaluation of distance, near, peripheral, and color vision. Evaluate for common visual disorders.


Pulmonary (Spirogram)





$___________

Chest X-Ray







$___________

Stress EKG
with Vo2 value
 calculated



$___________

Oncology Screening Elements 


Prostate Specific Antigen (PSA)



$___________

Fecal Occult Blood Testing 




$___________

Skin Exam 






$___________ 

Digital Rectal Exam





$___________

Testicular Exam 





$___________

Clinical Breast Examination 




$___________

Mammogram






$___________

Pap Smear






$___________

Colonoscopy

 




$___________

Bladder Cancer






$___________

Immunizations and Infectious Disease Screening


Tuberculosis Screen (Annual PPD)



$___________

Hepatitis C Virus Screen 
 



$___________

Hepatitis A Virus Vaccine 




$___________

Hepatitis B Virus Vaccine 




$___________

Tetanus/Diphtheria Vaccine (Booster)


$___________

Measles, Mumps, Rubella Vaccine (MMR) 


$___________

Measles Vaccine 





$___________

Mumps Vaccine





$___________

Rubella Vaccine 





$___________

Polio Vaccine 






$___________

Hepatitis A Vaccine 





$___________

Varicella Vaccine 





$___________

Influenza Vaccine 





$___________

Human Papillomavirus Vaccine (HPV) 


$___________

HIV Screening (Required to be offered)


$___________

Heavy Metal and Special Exposure Screening


Arsenic (urine)



$___________

Mercury (urine) 


$___________

Lead (urine) 



$___________

Lead (blood)



$___________

Aluminum



$___________

Antimony 



$___________

Bismuth



$___________

Cadmium



$___________

Chromium



$___________

Copper



$___________

Nickel




$___________

Zinc 




$___________

Organophosphates


$___________

(RBC cholinesterase)


Polychlorinated Biphenyls (blood) 
$___________

*OPTIONAL Screening Costs: 


Abnormal Cardiac Follow-up


Electron Beam Tomography (EBT)       


$___________


Per Head Packaged Cost for listed items


1-100 exams

$ ______________


101-350 exams
$ ______________


350-700 exams
$ ______________


700-1050 exams
$ ______________


* Not required for response.


ATTACHMENT  B— Contact Details Form


		Contractor Details



		Contractor name

		



		Company name 

		



		Address

		



		Postcode

		



		Business Telephone #

		



		Cell Phone #

		



		Fax No

		



		Website

		 





		Type of Company



		Sole trader

		



		Partnership

		



		Private

		



		Public

		



		Limited liability

		



		Other (please specify)

		



		Number of employees

		





ATTACHMENT C — Reference Details Form


		Reference 1



		Name of Fire Department

		



		Contact Person

		



		Telephone Number

		



		E-mail Address

		





		Reference 2



		Company/Department

		



		Name

		



		E-mail Address

		



		Telephone Number

		





		General Reference 3



		Company/Department

		



		Name

		



		E-mail Address

		



		Telephone Number

		





		General Reference 4



		Company/Department

		



		Name

		



		E-mail Address

		



		Telephone Number

		





		General Reference 5



		Company/Department

		



		Name

		



		E-mail Address

		



		Telephone Number

		





ATTACHMENT D— Declaration For Applicants


I declare that the following documents have been enclosed with our application:

		1.

		One original and four copies of a statement of qualification and  Proposal



		2.

		Completed Contact Details Form



		3.

		Completed Reference Details Form 



		4

		CV or resume of Primary Health Care Provider and any other key project staff  or subcontracts



		5.

		Acknowledgement of the insurance requirements, need to submit Equal Benefit and Women and Minority Outreach plan for hires or subconsultants.



		6.

		Acknowledgement of review of the sample consultant contract as per Section 8.1 above.





		

		Signed

		



		

		Name (Block Capitals): 

		



		

		Position in Company

		



		

		Date

		





ATTACHMENT E – Sample Contract

The _______ Fire Department

CONSULTANT AGREEMENT


FOR


Medical Baseline Evaluation Services for ______ Fire Department Personnel

· Whereas, the ______ Fire Department, working with Locals ______ secured a Federal grant to support expanded medical services for firefighters and officers; and 


· Whereas, the Department, Local ______ have entered into a partnership to achieve the Grant’s scope of work; and 


· Whereas, a task force has been formed with representatives of the Department, Local________ to serve as a planning and oversight group; and


· Whereas the interests and concerns of the various parties are to be represented by members of the Task Force and in so doing reflected in both the RFP and consultant contract, 


· Now therefore, this contract is being set forth to reflect these expectations. 


This Agreement is made and entered into by and between The Fire Department ___________, a  Fire Service, as represented by the Fire Chief, in mutual collaboration with Local _____, and [*insert name and address of Consultant] (“Consultant”), a [*insert appropriate type of business: e.g., partnership, sole proprietorship, limited liability company, corporation of the State of (*insert state in which the corporation is chartered) and authorized to do business in the State of___________]. 


Section 1: TERM OF AGREEMENT


The term of this Agreement shall begin when fully executed by all parties, and shall end __________ from the date of execution, unless terminated earlier pursuant to the provisions hereof.


Section 2: TIME OF BEGINNING AND COMPLETION


The Consultant shall begin the work outlined in the "Scope of Work" section (“the Work”) upon receipt of written notice to proceed from the Task Force. The Task Force will acknowledge in writing when the Work is complete.


Time limits established pursuant to this Agreement shall not be extended because of delays for which the Consultant is responsible, but may be extended by the Task Force, in writing, for its convenience or for conditions beyond the Consultant’s control.

Section 3: SCOPE OF WORK


The Scope of Work of this Agreement and the time schedule for completion of such work is as described in the RFP, which is attached to and made a part of this Agreement.


The Work shall, at all times, be subject to The City’s general review and approval through the Task Force. The Consultant shall confer with The City through the Task Force periodically during the progress of the Work, and shall prepare and present such information and materials (e.g., a detailed outline of completed Work) as may be pertinent, necessary, or requested by The City through the Task Force to determine the adequacy of the Work or the Consultant’s progress.


Section 4: PAYMENT


A. The Total Authorized Compensation for the Basic services and expenses under this Agreement shall not exceed ______________ and no cents ($___________.00).  Proposals can exceed the basic scope of work if there is no additional cost for those additional services bundled with and included in the bidders the basic one proposal cost.


B. The parties agree that the per head costs for services includes all direct, indirect, and overhead costs incurred by the Consultant in performance of the work.

C. Payments under contracts negotiated, based on cost, shall include only those costs allowed under Part 31 of the Federal Acquisition Regulations (FAR), the provisions of which are incorporated herein by reference.


Section 5: PAYMENT PROCEDURES


Payment shall be made by the Fire Department to the Consultant upon the Fire Department’s receipt of an invoice itemizing the number of per head evaluations performed for the period covered by the invoice.

Section 6: ADDRESSES FOR NOTICES AND DELIVERABLE MATERIALS


All official notices under this Agreement shall be delivered to the following addresses (or such other address (es) as either party may designate in writing):


_________ Fire Department:





Task Force

Insert Project Manager(s) Name & Title



Insert Project Manager(s) Name & Title


Address







Address

Phone Number(s)                             E-Mail



Phone Number(s)                               E-Mail


Consultant:


 Insert Project Manager’s Name & Title

Address


Phone Number(s)                                             E-Mail


Within 30 calendar days after final payment has been made to the Consultant for the Work, the Consultant shall submit to theDepartment a completed “Final Consultant Contract Payments Reporting Form”, in the form attached to this Agreement or as revised hereafter by the Department.


Section 7: EQUAL EMPLOYMENT OPPORTUNITY AND OUTREACH


A. The Consultant shall not discriminate against any employee or applicant for employment because of race, color, age, sex, marital status, sexual orientation, gender identity, political ideology, creed, religion, ancestry, national origin, or the presence of any sensory, mental or physical handicap, unless based upon a bona fide occupational qualification. The Consultant shall take affirmative efforts to ensure that applicants are employed, and that employees are treated during employment, without regard to their race, color, age, sex, marital status, sexual orientation, gender identity, political ideology, creed, religion, ancestry, national origin, or the presence of any sensory, mental or physical handicap. Such efforts shall include, but not be limited to the following: employment, upgrading, demotion, or transfer; recruitment or recruitment advertising, layoff or termination, rates of pay, or other forms of compensation and selection for training, including apprenticeship.


B. If the Consultant will hire employees for this project, the Consultant shall make affirmative efforts to recruit minority and women candidates. Affirmative efforts may include the use of advertisements in publications directed to minority communities and other targeted recruitment efforts, and using the services of available minority community and public organizations to perform outreach.


C. Record-Keeping: The Consultant shall maintain its employee records, for at least 24 months after the expiration or earlier termination of this Agreement and permit access to the Consultant’s records of employment, employment advertisements, application forms and other pertinent data and records requested for the purposes of investigation to determine compliance with the requirements of this section.


D. The Consultant, by executing this Agreement, is affirming that the Consultant complies with all applicable federal, state, and local non-discrimination laws, particularly the requirements of Cit code _____ as incorporated in this Agreement. Any violation of the requirements of the provisions of this section noted in paragraph A, B and C above shall be a material breach of Agreement for which the Consultant may be subject to damages and sanctions provided for by the Agreement and by applicable law, including but not limited to debarment from Fire Department contracting activities in accordance with City code______.


E. The foregoing provisions of this section shall be inserted in all subcontracts for the Work covered by this Agreement.


Section 8: NONDISCRIMINATION IN EMPLOYEE BENEFITS


A. Compliance with City code _____: The Consultant shall comply with the requirements of City code ____ and Equal Benefits Program Rules implementing such requirements, under which the Consultant is obligated to provide the same or equivalent benefits (“equal benefits”) to its employees with domestic partners as the Consultant provides to its employees with spouses. At The City’s request, the Consultant shall provide complete information and verification of the Consultant’s compliance with code ________. Failure to cooperate with such a request shall constitute a material breach of this Contract. (For further information about code_____ and the Equal Benefits Program Rules call ______________ or review information at http://______________________________)

B. Remedies for Violations of code_______: Any violation of this Section 9 shall be a material breach of Contract for which the Fire Department may:


1. Require the Consultant to pay liquidated damages for each day that the Consultant is in violation of City code _____ during the term of the Contract; or


2. Terminate the Contract; or


3. Disqualify the Consultant from bidding on or being awarded a Fire Department contract for a period of up to five (5) years; or


4. Impose such other remedies as specifically provided for in City code___ and the Equal Benefits Program Rules promulgated hereunder, or as provided in this Agreement.


Section 9: AFFIRMATIVE EFFORTS TO USE WOMEN AND MINORITY BUSINESS ENTERPRISES


A. If a Consultant intends to subcontract out any part of a contract instead of performing the work itself, then the following requirement applies: Consultant shall use affirmative efforts to promote and encourage participation by women and minority businesses on subcontracting opportunities within the contract scope of work. Consultant agrees to make such efforts as a condition of the Agreement.

B. Outreach efforts may include the use of solicitation lists, advertisements in publications directed to minority communities, breaking down total requirements into smaller tasks or quantities where economically feasible, making other useful schedule or requirements modifications that are likely to assist small or WMBE businesses to compete, targeted recruitment efforts, and using the services of available minority community and public organizations to perform outreach.


C. Record-Keeping: The Consultant shall maintain, for at least 24 months after the expiration or earlier termination of this Agreement, relevant records and information necessary to document all Consultant solicitations to subconsultants and suppliers, all subconsultant and supplier proposals received, and all subconsultants and suppliers actually utilized under this Agreement. The City shall have the right to inspect and copy such records.

D. Consultant shall ensure that all employees, particularly supervisors, are aware of, and adhere to their obligation to maintain a working environment free from discriminatory conduct, including but not limited to harassment and intimidation of minorities, women, or WMBE businesses.

E. Non-Discrimination: Consultant shall not create barriers to open and fair opportunities for WMBEs to participate in any Fire Department contract and to obtain or compete for contracts and subcontracts as sources of supplies, equipment, construction and services.

F. Sanctions for Violation: Any violation of the paragraphs A, B, C, D or E of this section, or a violation of City code ___ (Fair Employment), City code___ (Fair Contracting), City code (Equality in Contracting), City code ___(Nondiscrimination in Benefits), or other local, state or federal non-discrimination laws shall be a material breach of contract for which the Consultant may be subject to damages and sanctions provided for by the Agreement and by applicable law. Consultants found to be in violation of the requirements may be subject to debarment from Fire Department contracting activities in accordance with City code ________

Section 10: OTHER LEGAL REQUIREMENTS


A. General Requirement: The Consultant, at no expense to the Fire Department, shall comply with all applicable laws of the United States and the State of _________________; the Charter and ordinances of the Fire Department; and rules, regulations, orders, and directives of their administrative agencies and the officers thereof. Without limiting the generality of this paragraph, the Consultant shall specifically comply with the following requirements of this section.


B. Licenses and Similar Authorizations: The Consultant, at no expense to the Fire Department, shall secure and maintain in full force and effect during the term of this Agreement all required licenses, permits, and similar legal authorizations, and comply with all requirements thereof.


C. Use of Recycled Content Paper: Whenever practicable, Consultant shall use reusable products including recycled content paper on all documents submitted to the Fire Department or The City. Consultant is to duplex all documents that are prepared for the Fire Department or The City under this Contract, whether such materials are printed or copied, except when impracticable to do so due to the nature of the product being produced. Consultants are to use 100% post consumer recycled content, chlorine free paper in any documents that are produced for the Fire Department or The City, whenever practicable, and to use other paper-saving and recycling measures in performance of the contract with and for the Fire Department, The Task Force, or The City.


D. Americans with Disabilities Act: The Consultant shall comply with all applicable provisions of the Americans with Disabilities Act of 1990 as amended (ADA) in performing its obligations under this Agreement. Failure to comply with the provisions of the ADA shall be a material breach of, and grounds for the immediate termination of, this Agreement.


E. Fair Contracting Practices Ordinance: The Consultant shall comply with the Fair Contracting Practices Ordinance of The City of____________ (Chapter___________), as amended.


Section 11: INDEMNIFICATION


The Consultant does hereby release and shall defend, indemnify, and hold the City of _________ as well as The Task Force and their respective  employees and agents harmless from all losses, liabilities, claims (including claims arising under federal, state or local environmental laws), costs (including attorneys’ fees), actions or damages of any sort whatsoever arising out of the Consultant’s performance of the services contemplated by this Agreement to the extent attributable to the negligent acts or omissions, willful misconduct or breach of this Agreement by the Consultant, its servants, agents, and employees. In furtherance of these obligations, and only with respect to the City of __________ as well as The Task Force and their respective employees and agents, the Consultant waives any immunity it may have or limitation on the amount or type of damages imposed under any industrial insurance, worker’s compensation, disability, employee benefit or similar laws. The Consultant acknowledges that the foregoing waiver of immunity was mutually negotiated and agrees that the indemnification provided for in this section shall survive any termination or expiration of this Agreement.


Section 12: INSURANCE


Insurance certification required. See Addendum “INSURANCE REQUIREMENTS AND TRANSMITTAL FORM”.

Section 13: AUDIT


Upon request, the Consultant shall permit the Fire Department, and Task Force (Agency) to inspect and audit all non confidential medical records or Health Insurance Portability and Accountability Act (“HIPAA”) protected pertinent books and records of the Consultant, any subconsultant, or any other person or entity that performed work in connection with or related to the Work, at any and all times deemed necessary by the Fire Department or Agency, including up to six years after the final payment or release of withheld amounts has been made under this Agreement. Such inspection and audit shall occur in ________________ or other such reasonable location as the Fire Department or The Task Force selects. The Consultant shall supply the Fire Department with, or shall permit the Fire Department and/or Agency to make, a copy of any non confidential medical records or HIPAA protected books and records and any portion thereof. The Consultant shall ensure that such inspection, audit and copying right of the Fire Department and Agency is a condition of any subcontract, agreement or other arrangement under which any other person or entity is permitted to perform work under this Agreement.


Section 14: CONTRACTUAL RELATIONSHIP


The relationship of the Consultant to the Fire Department, by reason of this Agreement, shall be that of an independent contractor and the Consultant agrees that neither the Consultant nor any employee of the Consultant shall be deemed to be an employee or a contracting agency of the City of __________ or the Fire Department for any purpose. This Agreement does not authorize the Consultant to act as the agent or legal representative of the Fire Department for any purpose whatsoever. The Consultant is not granted any express or implied right or authority to assume or create any obligation or responsibility on behalf of or in the name of the Fire Department or to bind the Fire Department in any manner or thing whatsoever.


Section 15: ASSIGNMENT AND SUBCONTRACTING


The Consultant shall not assign or subcontract any of its obligations under this Agreement without The City through the Task Force’s written consent in consultation with The City’s other representatives. Any subcontract made by the Consultant shall incorporate by reference all the terms of this Agreement, except as otherwise provided. The Consultant shall ensure that all subconsultants comply with the obligations and requirements of the subcontract.  The City through the Task Force’s consent to any assignment or subcontract shall not release the Consultant from liability under this Agreement, or from any obligation to be performed under this Agreement, whether occurring before or after such consent, assignment, or subcontract.


Section 16: INVOLVEMENT OF CITY EMPLOYEES


A. The Consultant shall promptly notify The City through the Task Force in writing of any person who is expected to perform any of the Work and who, during the twelve (12) months immediately prior to the expected commencement date of such work or subcontract, was a Fire Department officer or employee.

B. The Consultant shall ensure that no Work or matter related to the Work is performed by any person (employee, subcontractor, or otherwise) who:


(1) is already contracted to provide annual medical services for the ____________ Fire Department, or

(2) was a ____________ Fire Department officer or employee within the past twelve (12) months; and  was officially involved in, participated in, or acted upon any matter related to the Work, or is otherwise prohibited from such performance by City code______________.


Section 17: NO CONFLICT OF INTEREST


The Consultant confirms that the Consultant does not have a business interest or a close family relationship with the a Fire Department officer or employee who was, is, or will be involved in the consultant selection, negotiation, drafting, signing, administration, or evaluating the Consultant's performance. As used in this section, the term "Consultant" shall include any employee of the Consultant who was, is, or will be involved in the negotiation, drafting, signing, administration, or performance of the Agreement. As used in this section, the term "close family relationship" refers to the following: spouse or domestic partner; any dependent parent, parent-in-law, child, son-in-law, or daughter-in-law; or any parent, parent-in-law, sibling, uncle, aunt, cousin, niece or nephew residing in the household of a Fire Department officer or employee described above.

Section 18: ERRORS & OMISSIONS; CORRECTION


The Consultant shall be responsible for the professional quality, technical accuracy, and the coordination of all data, reports, and other services furnished by or on the behalf of the Consultant under this Agreement. The Consultant, without additional compensation, shall correct or revise any errors or omissions, within or outside of the scope of HIPAA protected information, in said work, and/or other Consultant services immediately upon notification by The Task Force in consultation with The City. The obligation provided for in this section with respect to any acts or omissions during the term of this Agreement shall survive any termination or expiration of this Agreement.


Section 19: CONFIDENTIALITY


The Consultant agrees that they will not permit the duplication or disclosure of any information designated as "Confidential and Proprietary”, or protected by HIPAA laws, to any person (other than its own employee who must have such information for the performance of that party’s obligations hereunder) unless such duplication, use or disclosure is specifically authorized in writing by each individual uniformed employee or is required by law. "Confidential and Proprietary” information does not include ideas, concepts, know-how, or techniques related to information that, at the time of disclosure, is in the public domain unless the entry of that information into the public domain is a result of any breach of this Agreement. Likewise, "Confidential and Proprietary” information does not apply to information that is independently developed, already possessed without obligation of confidentiality, or rightfully obtained from a third party without an obligation of confidentiality.


Section 20: INTELLECTUAL PROPERTY RIGHTS


The Consultant hereby assigns to the City of ____________ all rights in any invention, improvement, or discovery, including but not limited to, designs, specifications, and patent rights developed in connection with the performance of the Agreement or any subcontract hereunder. Notwithstanding the above, the Consultant does not convey to the City (or any of its Agencies), nor does the City (or any of its Agencies) obtain, any right to any individual data, document, or material utilized by Consultant, that is created or produced as part of or separate from this Agreement, or was preexisting material (not already owned by the City), provided that the Consultant has clearly identified in writing such material as preexisting prior to commencement of the Work. To the extent that preexisting materials are incorporated into the Work, the Consultant grants the City an irrevocable, non-exclusive right and/or license to use, execute, reproduce, display, and transfer the preexisting material, but only as an inseparable part of the Work.


The Consultant grants to the City and The Task Force a non-exclusive, irrevocable, unlimited, royalty-free license to use aggregate data or research reports prepared by the Consultant for the City under this Agreement. If requested by the City and or The Task Force, a copy of all documents or materials, that do not violate Section 19 of this document, that are developed solely for, and paid for by, the City in connection with the performance of the Work, shall be promptly delivered.

The City and or The Task Force may make and retain copies of such documents for its information and reference in connection with their use on the project. The Consultant does not represent or warrant that such documents are suitable for reuse by The City and or The Task Force, or others, on extensions of the project, or on any other project

Section 21: EXTRA WORK


The Fire Department in consultation with The Task Force may desire to have the Consultant perform work or render services in connection with this project other than that expressly provided for in the "Scope of Work" section of this Agreement. This will be considered extra work, supplemental to this Agreement, and shall not proceed unless authorized by an amendment. Any costs incurred due to the performance of extra work prior to execution of an amendment will not be reimbursed under this Agreement or an amendment.


Section 22: KEY PERSONS


The Consultant shall not transfer or reassign any individual designated in this Agreement as essential to the Work, without the express written consent of The City through the Task Force which consent shall not be unreasonably withheld. If, during the term of this Agreement, any such individual leaves the Consultant’s employment, the Consultant shall present to The City through the Task Force one or more individual(s) with greater or equal qualifications as a replacement, subject to The City through the Task Force’s approval, which shall not be unreasonably withheld. The City’s approval shall not be construed to release the Consultant from its obligations under this Agreement.


Section 23: DISPUTES


Any dispute or misunderstanding that may arise under this Agreement concerning the Consultant's performance shall first be resolved through negotiations, if possible, between the Consultant's Project Manager and The Task Force’s Project Manager, or if necessary shall be referred to The City and the Consultant's senior executive(s). If such officials do not agree upon a decision within a reasonable period of time, the parties may pursue other legal means to resolve such disputes, including but not limited to alternate dispute resolution processes.


Section 24: TERMINATION


A. For Cause: The Task Force through The City may terminate this Agreement if the Consultant is in material breach of any of the terms of this Agreement, and such breach has not been corrected to The City’s reasonable satisfaction in a timely manner.


B. For Reasons Beyond Control of Parties: Either party may terminate this Agreement without recourse by the other where performance is rendered impossible or impracticable for reasons beyond such party's reasonable control such as but not limited to an act of nature; war or warlike operation; civil commotion; riot; labor dispute including strike, walkout, or lockout, except labor disputes involving the Consultant’s own employees; sabotage; or superior governmental regulation or control.


C. For Convenience:  The Task Force through The City may terminate this Agreement at any time, without cause and for any reason including The City’s convenience, upon written notice to the Consultant.


D. Notice: Notice of termination pursuant to this section shall be given by the party terminating this Agreement to the other not less than thirty (30) days prior to the effective date of termination.


E. Actions Upon Termination: In the event of termination not the fault of the Consultant, the Consultant shall be paid for the services properly performed prior to termination, together with any reimbursable expenses then due, but in no event shall such compensation exceed the maximum compensation to be paid under the Agreement. The Consultant agrees that this payment shall fully and adequately compensate the Consultant and all subconsultants for all profits, costs, expenses, losses, liabilities, damages, taxes, and charges of any kind whatsoever (whether foreseen or unforeseen) attributable to the termination of this Agreement.


Upon termination for any reason, the Consultant must notify The City and all members of the Task Force of the new secure location of all medical record, data, and reports. The City and other members of the Task Force shall have the same rights to use these materials as if termination had not occurred.


SECTION 25: CONSULTANT PERFORMANCE EVALUATION PROGRAM


The Consultant’s performance will be evaluated by The City at the conclusion of the contract.


SECTION 26: DEBARMENT


In accordance with City code___, the Director of the Department of Executive Administration or his/her designee may debar a Consultant and prevent the Consultant from entering into a contract with the Fire Department or from acting as a subconsultant on any contract with the Fire Department for up to five years after determining that any of the following reasons exist:


A. The Consultant has received overall performance evaluations of deficient, inadequate, or substandard performance on three or more City of ____________ Contracts.

B. The Consultant has failed to comply with Fire Department ordinances or Contract terms, including but not limited to, ordinance or Contract terms relating to small business utilization, discrimination, or equal benefits.


C. The Consultant has abandoned, surrendered, or failed to complete or to perform work on or in connection with a Fire Department Contract.


D. The Consultant has failed to comply with Contract provisions, including but not limited to quality of workmanship, timeliness of performance, and safety standards.


E. The Consultant has submitted false or intentionally misleading documents, reports, invoices, or other statements to the Fire Department in connection with a Contract.


F. The Consultant has colluded with another firm to restrain competition.


G. The Consultant has committed fraud or a criminal offense in connection with obtaining, attempting to obtain, or performing a Contract for the Fire Department or any other government entity.


H. The Consultant has failed to cooperate in a Cit of _____________ debarment investigation.


I. The Consultant has failed to comply with City codes ________________________, or other local, State, or federal non-discrimination laws.


The Director or his/her designee may issue an Order of Debarment in accordance with the procedures specified in City code____. The rights and remedies of the City of ______________ under these debarment provisions are in addition to any other rights and remedies provided by law or under the Agreement.


Section 27: MISCELLANEOUS PROVISIONS


A. Amendments: No modification of this Agreement shall be effective unless in writing to The City and The Task Force and signed by an authorized representative of each of the parties hereto.


B. Binding Agreement: This Agreement shall not be binding until signed by both parties. The provisions, covenants, and conditions in this Agreement shall bind the parties, their legal heirs, representatives, successors, and assigns.


C. Applicable Law/Venue: This Agreement shall be construed and interpreted in accordance with the laws of the State of ______________ The venue of any action brought hereunder shall be in the Superior Court for____________.


D. Remedies Cumulative: Rights under this Agreement are cumulative and nonexclusive of any other remedy at law or in equity.


E. Captions: The titles of sections or subsections are for convenience only and do not define or limit the contents.


F. Severability: If any term or provision of this Agreement is determined by a court of competent jurisdiction to be invalid or unenforceable, the remainder of this Agreement shall not be affected thereby, and each term and provision of this Agreement shall be valid and enforceable to the fullest extent permitted by law.


G. Waiver: No covenant, term or condition or the breach thereof shall be deemed waived, except by written consent of the party against whom the waiver is claimed, and any waiver of the breach of any covenant, term or condition shall not be deemed to be a waiver of any preceding or succeeding breach of the same or any other covenant, term or condition. Neither the acceptance by The City of any performance by the Consultant after the time the same shall have become due nor payment to the Consultant for any portion of the Work shall constitute a waiver by The City of the breach or default of any covenant, term or condition unless otherwise expressly agreed to by The City, in writing.


H. Entire Agreement: This document, along with any exhibits and attachments, constitutes the entire agreement between the parties with respect to the Work. No verbal agreement or conversation between any officer, agent,


I. Negotiated Agreement: The parties acknowledge that this is a negotiated agreement, that they have had the opportunity to have this Agreement reviewed by their respective legal counsel, and that the terms and conditions of this Agreement are not to be construed against any party on the basis of such party's draftsmanship thereof.


IN WITNESS WHEREOF, in consideration of the terms, conditions, and covenants contained herein, or attached and incorporated and made a part hereof, the parties have executed this Agreement by having their representatives affix their signatures below.


CONSULTANT





THE City


By _________________________________________
By __________________________________


Signature 



Date

Signature Fire Chief


Date


With mutual collaboration:


By  ____________________________________


Signature  Local _____ President

Date


City of _________________ Business License Number: __________________________


_________________ State Unified Business Identifier Number (UBI): _____________________________


Federal Tax ID Number: ____________________________

ADDENDUM


REQUIRED CONTRACT DOCUMENTS
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Sample One-Year Post Program Survey

Place a + (better),  – (worse), or   0 (same) to show changes since last year.

Age: FORMDROPDOWN 
    Years of Service:  FORMDROPDOWN 
   Name: (optional)     

 FORMDROPDOWN 
 Is there any reason, health or personal, which would limit or prevent you from exercising? N   FORMCHECKBOX 
  Y  FORMCHECKBOX 
 yes, skip to #22

 FORMDROPDOWN 
 Do you have a specific injury that influences your ability to workout? N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, skip to #22

 FORMDROPDOWN 
 Has it been over six months since your last worked out?   N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, skip to #22

 FORMDROPDOWN 
 Have you just stopped exercising for no specific reason?    N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, skip to #22

 FORMDROPDOWN 
 I’m taking a short break from all form of exercise. N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, answer questions as if you were working out

 FORMDROPDOWN 
 Do you participate in sports/ recreation or outdoor events as your sole source of fitness?  N   FORMCHECKBOX 
   Y  FORMCHECKBOX 


 FORMDROPDOWN 
 Do you "task-specifically" train for any athletic competitions/events? N   FORMCHECKBOX 
  Y  FORMCHECKBOX 
  yes, how many times a year   FORMDROPDOWN 


 FORMDROPDOWN 
 Do you exercise only to maintain fire fighting job performance? N   FORMCHECKBOX 
   Y  FORMCHECKBOX 


 FORMDROPDOWN 
 On average, how many days per week do you exercise?   FORMDROPDOWN 
  On average, how many times per day?  FORMDROPDOWN 


 FORMDROPDOWN 
 On average, how long are your workouts? (in minutes)   FORMDROPDOWN 
    Your workouts are  FORMDROPDOWN 


 FORMDROPDOWN 
 Do you have a training partner(s)?  Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
   If no,  FORMDROPDOWN 


 FORMDROPDOWN 
 Where do you workout the most?  FORMDROPDOWN 
      if other:     

 FORMDROPDOWN 
 What are your training goals?  FORMDROPDOWN 
   if other:     

 FORMDROPDOWN 
 Do you exercise before shift? N   FORMCHECKBOX 
   Y
 FORMCHECKBOX 
  if yes,  FORMDROPDOWN 
 

 FORMDROPDOWN 
 Do you exercise after shift? N   FORMCHECKBOX 
   Y   FORMCHECKBOX 
  if yes,  FORMDROPDOWN 


 FORMDROPDOWN 
 Do you exercise on- shift? N   FORMCHECKBOX 
   if no,  FORMDROPDOWN 
 Y   FORMCHECKBOX 
  if yes,  FORMDROPDOWN 

How long    FORMDROPDOWN 




 FORMDROPDOWN 
 If you usually exercise on-shift, is your exercise different than your off-shift workout/exercise? N   FORMCHECKBOX 
   Y  FORMCHECKBOX 


Which of these do you incorporate into your exercise?

a. Free weights:  FORMDROPDOWN 
  On-Shift  FORMDROPDOWN 
  if other         Off-Shift  FORMDROPDOWN 
  if other      

b. Machine/Cable equip.  FORMDROPDOWN 
 On-Shift  FORMDROPDOWN 
  if other       Off-Shift  FORMDROPDOWN 
 if other      

c. Cardio:  FORMDROPDOWN 

On-shift  FORMDROPDOWN 
  if other       
Off-shift  FORMDROPDOWN 
  if other      

d. Core/Calisthenics/ Bands/ Mat work  FORMDROPDOWN 

   /   CrossFit  FORMDROPDOWN 

workout is  FORMDROPDOWN 


e. Medicine/Swiss balls  FORMDROPDOWN 
 g. Heavy/Light Bag  FORMDROPDOWN 
 h.Outdoor Training  FORMDROPDOWN 
  Other:      

 FORMDROPDOWN 
 If available at your station, would you use any of the above in your workouts? List (by a-g)      

 FORMDROPDOWN 
 If you exercise as a crew, which location do you use the most:  FORMDROPDOWN 


 FORMDROPDOWN 
 Would you be interested in working with a Fire Fighter (PFT) Peer Fitness Trainer  N   FORMCHECKBOX 
   Y FORMCHECKBOX 
  if yes, 


 FORMCHECKBOX 
Workout with you one-one-one,  FORMCHECKBOX 
Before shift -  FORMCHECKBOX 
On-shift-  FORMCHECKBOX 
After shift   FORMCHECKBOX 
OFF-shift  


 FORMCHECKBOX 
 Assist you with identifying your fitness & exercise goals?


 FORMCHECKBOX 
 Review your current exercise/workout routine(s)


 FORMCHECKBOX 
Create a specific exercise/workout program(s) for you? Evaluate your station equipment? 



 FORMCHECKBOX 
Create a specific exercise/workout program(s) for your crew  


 FORMCHECKBOX 
Other      

Additional comments:      


     





When Completed please submit to: __________________________
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SAMPLE COMMUNICATION PLAN


Objective: 

To inform, educate and encourage ______________________________ firefighters to participate in the Department's new Wellness/Fitness program. This new program will improve the overall health and wellness of firefighting personnel at this time and well into retirement.

Strategy

The following steps will be taken within the organization to establish the program and communicate its components:

MEETINGS

Executive Staff


1. A presentation will be made to the Fire Chief and the Chief Deputy describing the program and outlining the communications plan.

2. A second presentation will be made to the entire Executive Staff prior to _____/_____/Year regarding the same.

Divisions


1. Division-level meetings will be scheduled to present the information.

2. Battalion Chief meetings will be scheduled to present the program.

3. Captains meetings will also be scheduled to continue the program's roll out to the organization.


DEPARTMENT BRIEFING MANUAL SYSTEM


1. An official Executive Action (EA) briefing memo will be authored by Wellness/Fitness Committee and released by the Fire Chief _____/_____/ Year to all Department personnel through e-mail to announce the commencement of the Initiative.

PUBLICATIONS/INFORMATION


1. An edition of the Department's newsletter for breaking news and special programs will be published to outline the Wellness/Fitness Initiative within the Department. It is intended that publication be a four-color publication, so as to will gain more attention from personnel and will assist the Wellness/Fitness Committee to launch the program within the organization. This issue will be written, designed and published internally at no additional cost and distributed by _____/______/Year. 

a. A general article will be written to give the history of the Initiative and describe the program's components. The article will be developed jointly by the Wellness/Fitness Committee and a communications representative from Labor.

b. Photographs will be developed to represent each of the program's components and will accompany the article.


2. A promotional postcard will be designed and printed to accompany the _____/_____Year paycheck. This piece will be distributed to each individual.

3. The article(s) developed for will also be submitted for publication, targeting the _____/_____Year issue. The deadline for submission is _____/_____Year.

4. An 8.5" x 11" sized poster will be created for submission to publications as targeted to promote the Initiative. An advertising campaign slogan and art work will be created to set apart the program.

5. An 11" x 17" sized poster will be created for posting on each fire station bulletin board to promote the program.

6. Information about the program will be developed for posting on the Fire Department's website and Local's website. Deadlines need to be established.

7. A segment promoting the Wellness/Fitness Initiative will be slated and produced for the ____ (year) edition of Fire Department Television.

8. An article will be developed and placed in any appropriate Local publications.


9. Regular, ongoing e-mail announcements will be released from the Department's Internal Communications Office to alert firefighting personnel regarding developing aspects of the promotion or program. An example would be an announcement about the postcard distribution with _____/______/ paychecks.


10. A "question and answer' piece will be developed to accompany the release of Department Newsletter to help give personnel additional information and answer some of the basic questions about the program and how it will be implemented throughout the Department.

JOINT DEVELOPMENT AND PROMOTION OF THE PROGRAM


An important component of the promotional program is the inclusion of Local representatives in the authoring and publishing of all materials developed for promotional purposes.

1. Program marketing meetings between members of the Department’s Wellness Fitness Committee, the Internal Communications Office, and the Local will take place through all phases of the promotional timeline.


2. Final review and approval of all written copy and graphic design representation must include the Local representative (s).


BUDGET

To make the campaign more effective, promotional items should be developed and distributed to provide an incentive and rewards for participation. Some suggested items include a campaign slogan t-shirt, water bottle, workout towel, blood pressure wrist monitor, among others. A budget needs to be established to underwrite the cost of these items. Private corporate sponsorship is suggested.

CONCLUSION

Through this promotional plan, it is expected that firefighters will be informed, educated and encouraged to adopt the IAFF's Wellness/Fitness program established locally by the Department.

		Assignment

		Staff Member Responsible

		Due Date



		Executive Staff Division, Battalion, and Captains Meeting Coordinator, Presentation and Scheduling

		 

		 



		Executive Action Announcement

		 

		 



		Local Newsletter       Article/Photographs

		 

		 



		Promotion postcard to accompany ____/____200_       paycheck

		 

		 



		Dept Publication article

		 

		 



		Poster (in two sizes) for publications and fire station posting

		 

		 



		Dept/Local Website

		 

		 



		Video for Stations or Dept TV

		 

		 



		Ongoing e-mail announcements through Dept e-mail to fire station personnel

		 

		 



		Question & Answer piece to accompany Newsletter releases

		 

		 



		Research into cost of incentive items to promote campaign

		 

		 



		Obtain corporate sponsorship funding to underwrite cost of producing incentive items

		 

		 



		Prepare Copies of Wellness/Fitness Int.

		 

		 



		Schedule meeting with Executive Staff

		 

		 





Wellness/Fitness Sample Communication Plan


Page 1



Administrator
File Attachment
Communication Plan.doc


[image: image1.emf] 




Sample Pre-Program Survey

1. Age: FORMDROPDOWN 
    Years of Service:  FORMDROPDOWN 
   Name: (optional)     

2. Is there any reason, health or personal, which would limit or prevent you from exercising? N   FORMCHECKBOX 
  Y  FORMCHECKBOX 
 yes, skip to #22

3. Do you have a specific injury that influences your ability to workout? N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, skip to #22

4. Has it been over six months since your last worked out?   N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, skip to #22

5. Have you just stopped exercising for no specific reason?    N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, skip to #22

6. I’m taking a short break from all form of exercise. N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
 yes, answer questions as if you were working out

7. Do you participate in sports/ recreation or outdoor events as your sole source of fitness?  N   FORMCHECKBOX 
   Y  FORMCHECKBOX 


8. Do you "task-specifically" train for any athletic competitions/events? N   FORMCHECKBOX 
   Y  FORMCHECKBOX 
  yes, how many times a year  FORMDROPDOWN 


9. Do you exercise only to maintain fire fighting job performance? N   FORMCHECKBOX 
   Y  FORMCHECKBOX 


10. On average, how many days per week do you exercise?   FORMDROPDOWN 
  On average, how many times per day?  FORMDROPDOWN 


11. On average, how long are your workouts? (in minutes)   FORMDROPDOWN 
    Your workouts are  FORMDROPDOWN 


12. Do you have a training partner(s)?  Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
   If no,  FORMDROPDOWN 


13. Where do you workout the most?  FORMDROPDOWN 
      if other:     

14. What are your training goals?  FORMDROPDOWN 
   if other:     

15. Do you exercise before shift? N   FORMCHECKBOX 
   Y
 FORMCHECKBOX 
  if yes,  FORMDROPDOWN 
 

16. Do you exercise after shift? N   FORMCHECKBOX 
   Y   FORMCHECKBOX 
  if yes,  FORMDROPDOWN 


17. Do you exercise on- shift? N   FORMCHECKBOX 
   if no,  FORMDROPDOWN 
 Y   FORMCHECKBOX 
  if yes,  FORMDROPDOWN 

How long    FORMDROPDOWN 




18. If you usually exercise on-shift, is your exercise different than your off-shift workout/exercise? N   FORMCHECKBOX 
   Y  FORMCHECKBOX 


19. Which of these do you incorporate into your exercise?

a. Free weights:  FORMDROPDOWN 
  On-Shift  FORMDROPDOWN 
  if other         Off-Shift  FORMDROPDOWN 
  if other      

b. Machine/Cable equip.  FORMDROPDOWN 
 On-Shift  FORMDROPDOWN 
  if other       Off-Shift  FORMDROPDOWN 
 if other      

c. Cardio:  FORMDROPDOWN 

On-shift  FORMDROPDOWN 
  if other       
Off-shift  FORMDROPDOWN 
  if other      

d. Core/Calisthenics/ Bands/ Mat work  FORMDROPDOWN 

   /   CrossFit  FORMDROPDOWN 

workout is  FORMDROPDOWN 


e. Medicine/Swiss balls  FORMDROPDOWN 
 g. Heavy/Light Bag  FORMDROPDOWN 
 h.Outdoor Training  FORMDROPDOWN 
  Other:      

20. If available at your station, would you use any of the above in your workouts? List (by a-g)      

21. If you exercise as a crew, which location do you use the most:  FORMDROPDOWN 


22. Would you be interested in working with a Fire Fighter (PFT) Peer Fitness Trainer  N   FORMCHECKBOX 
   Y FORMCHECKBOX 
  if yes, 


 FORMCHECKBOX 
Workout with you one-one-one,  FORMCHECKBOX 
Before shift -  FORMCHECKBOX 
On-shift-  FORMCHECKBOX 
After shift   FORMCHECKBOX 
OFF-shift  


 FORMCHECKBOX 
 Assist you with identifying your fitness & exercise goals?


 FORMCHECKBOX 
 Review your current exercise/workout routine(s)


 FORMCHECKBOX 
Create a specific exercise/workout program(s) for you? Evaluate your station equipment? 



 FORMCHECKBOX 
Create a specific exercise/workout program(s) for your crew  


 FORMCHECKBOX 
Other      

23. Additional comments: 
     


     





When Completed please submit to: __________________________
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Post Medical Assessment Survey

We endeavor to provide the membership with quality professional health care. Surveys are one of the tools we use to evaluate the delivery of these services. This survey will be reviewed to determine the memberships’ interest in health and fitness services as well as to how to improve future services.


Please take the time to complete this brief questionnaire. 


Participation Level  FORMDROPDOWN 
 


Rate the following questions with:


1 = Poor   2 = OK/Needed improvement   3 = Standard/Adequate    4 = Above Average    5 = Superior


1. I was greeted in a friendly manner.
 FORMDROPDOWN 


2. Assessment began within 10 minutes of scheduled appointment time.    FORMDROPDOWN 





3. All aspects of the Assessment were performed professionally.   FORMDROPDOWN 


4. All Assessment results were available for review before leaving.
 FORMDROPDOWN 






5. The doctor discussed results of the tests performed during the exam.   FORMDROPDOWN 






6. Privacy was provided.
  FORMDROPDOWN 




7. Explanations and instruction for technical procedures were provided.   FORMDROPDOWN 




8. I was treated professionally at all times.   FORMDROPDOWN 


9. I was satisfied with the care I received.   FORMDROPDOWN 




10. The information provided me with an understanding of my current health and fitness.   FORMDROPDOWN 


11. I have better knowledge on strategies for maintaining/improving my health and fitness.
 FORMDROPDOWN 


12. The Assessment provided me information I had not known about my health or fitness.    FORMDROPDOWN 




If Yes, could this have affected your ability to do your job?
 FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes


If Yes, could this have possibly saved your life?

 FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes


If Yes, would you be willing to share your story?

 FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes  Please provide name below

Other Comments:      

Name: (optional)      

Confidential
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Sample Project Team Meeting


Agenda

_____/____/Year _


I. Introductions

A. Roster Name,


1. Address, Work Assignment (FS, Battalion, Div, Bureau (I or II)), Phone numbers (home, work, cell, pager, FAX-station & home), E-mail address (Internet, work)


II. Fire Service Joint Labor Management Wellness/Fitness Initiative


A. Show WFI Overview Video


B. Distribution of WFI DVD

2. All Task Group Leaders must read entire Initiative to gain an understanding of the inter-relationship between the different elements. Knowledge of entire program is necessary as leaders begin speaking with outside vendors, consultants, experts, etc.

III. Department Wellness/Fitness Project Organization


A. Organization Chart


3. Distribute Implementation/Organization Plan and Organization Chart. Review duties and responsibilities of each committee, task group, and position. Review budget.


IV. Program Leadership


A. Discuss the importance of positive management. The WFI is looked at by some as a vehicle to fire the unfit/injured. Task Group Leaders must promote the positive impact the program will have on individuals and the fire service in general.


B. Discuss how Task Group Leaders were selected. Each was selected due to their subject area expertise, organizational skills, and most of all because of their ability to complete a project. 


V. Duties and Responsibilities of Task Group Leaders


A. Selection of task group members – Due: ________________________


4. Selection should be based upon the individuals subject-area expertise, organizational skills, communication skills (written and oral), critical thinking skill, and their ability to work within a team environment. Organize task group into specific work groups. 


B. Development of Action Plan – Due: _________________________


5. How will the team deploy to complete the program? When will each of the elements be completed - Identify time frames. Who will be responsible for each task that is delegated? Identify priorities.


C. Management of Resources


6. Discuss where and how the team should work? Provide project team leaders with monthly written report of time usage. Report shall include: team member, on-duty time (hrs), off-duty/overtime time (hrs), task/assignment. The purpose for time tracking is to identify the cost of implementation.  Task Group Leaders should also strive to maintain a journal identifying the work put forth by their members.

D. Presentations


7. As a member of the Steering Committee, Task Group Leaders will be responsible for reporting their findings to the Steering Committee. Attendance to Steering Committee meetings will only be necessary when report items are due. Presentations to other groups may also be required.


E. Scheduling


8. Task Group Leader is responsible for scheduling all group meetings. Task group meetings may be scheduled at any location. Releases for members should be held to a minimum. Be sure to consult with Task Group Manager before scheduling major benchmark meetings to ensure their availability. 


VI. Information Routing and Tracking


A. All correspondence regarding the project shall be either directed to, or copied to, both the Project Manager, and the Task Group Manager. All documents shall be written in a Microsoft Word readable format. Policy and Procedure documents shall not be formatted. Formatting of documents before the final has been created can cause problems piecing the document together. Spreadsheets and databases shall be created in Excel and Access respectively. All project information and correspondence will be maintained by _____________________.


VII. Needs-phone cards, e-mail addresses, etc.

A. Identify communication needs of task group members. Contact Task Group Leader with list of needs.

VIII. Action Items 


A. Discuss action items. Identify due date for completion of action items. 


IX. Schedule Next Meeting

Wellness/Fitness Sample Team Meeting Agenda


Page 3



WFI
File Attachment
Project Team Meeting Agenda.doc


[image: image1.png]





Sample Action Plan


Year __________

· Target :  What is the target population for which the desired outcome is intended?


· How:  How will things get started (e.g. committees, consortiums, contracts, etc)? 


· What :  A clear statement of the behavior changes/results expected. 


· When : Under what circumstances will the result come about (e.g., by a given date, 'after full implementation of the program', etc.) ?


· Action:    Move on to defining the tasks associated with each objective


· Benchmarks:  Use baselines measurements to start, and realistic benchmarks for progress. Not all phases of the program will have baseline data to start with for hard, quantitative assertions. It is important, however, to adjust goal and objective statements in subsequent years, after baseline and benchmark data becomes available. 


· Measures:  In what way will you measure the program's progress? (e.g., via surveys, statistics measured against available baseline data) 


· Reports:     You may never need to write a progress report or a report of findings but be prepared to create one within 24 hours, if necessary. 

		COMMITTEE

		Wellness/Fitness



		SUBCOMMITTEE 

		



		

		



		GOAL

		· Short term - 


· Long term - 



		

		



		OBJECTIVES – Year 

		 



		

		



		RESOURCE MANAGEMENT

		



		

		



		TEAM ASSIGNMENT

		Sub-Committee Members:



     





		ACTION PLAN



		



		1ST Quarter

		2nd Quarter

		3rd Quarter

		4th Quarter
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Sample Action Plan
Year __________


		COMMITTEE

		Wellness/Fitness



		· SUBCOMMITTEE

		Fitness



		

		



		GOAL

		· Short term - To improve the physical fitness capabilities of uniformed fire department members while on duty with fitness-related activities


· Long term - To have a complete Wellness/Fitness program before 2008



		

		



		OBJECTIVES - 2004

		To research costs vs. benefits and outside funding sources of Wellness Programs while educating uniformed members regarding Fitness programs



		

		



		RESOURCE MANAGEMENT

		Safety



		

		



		TEAM ASSIGNMENT

		Sub-Committee Members:



     Co-Chairs:



     Members:






		ACTION PLAN



		



		1ST Quarter

		2nd Quarter

		3rd Quarter

		4th Quarter



		

		

		

		



		· Create sub groups to research, design and develop plans for:

         1. Cost vs. benefits data 


         2. Budget Narrative


         3. Data for baseline

		· Team to create a Fitness plan of action for full WFI Strategic Plan

· Develop Outside funding/grants

· Education of membership

		· Promote Strategic Plan 

· Station equipment survey

· Membership survey

 

		· Evaluate progress and make recommendations.  













Wellness/Fitness Sample Action Plan
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4. Complete a needs assessment.

a. Identify and review existing plans/programs — Does
the department have a wellness-fitness program cur-
rently in place? If so, what is the status of the current
program? Which components and concepts of the
WEFI have already been incorporated?

b. Identify existing equipment and resources.

c. Identify gaps and needs (equipment, staff, funding).

d. What is needed to comply with key regulations and
standards (NIOSH, OSHA, NFPA)?

e. Identify and address obstacles.

f. Identify and address any liability and insurance issues
associated with the program.

g. Identify existing and potential funding sources.

5. Market the effort, identifying the benefits to program
participants and stakeholders.

a. Publicize and inform (e.g., emails, newsletters, peri-
odic meetings).

b. Use of data to justify expense (workers comp statis-
tics, lost time injury tracking, etc.)

c. Identify and recruit advocates from each stakeholder
group to help promote the program.

6. Program development.

a. Describe the purpose, rationale, and primary/shared
goal(s) of the program.

b. Key elements and concepts to build a plan.

i. Scope of plan — Include components identified in the
WEI identify components to be offered through the
department and externally (e.g., commercial or other
local fitness facilities); and any testing, evaluation,
and/or follow-up measures to track wellness-fitness
improvements and program progress and successes.

ii. Identify partners and their role in the program.

iii. Identify funding mechanism(s); develop a funding

plan.

7. Circulate the proposed plan to the stakeholders and fi-

nalize.

8. Roll out/implement program.

a. Publicize, inform, and educate.

b. Collect initial feedback.

c. Continue to inform, educate, and motivate through a
variety of media (e.g., newsletters, emails, in-station
classes. Consider rotating activities and training op-
tions available to participants.

9. Periodically review, evaluate, and update the program.
a. Develop a method and timetable for program review
and revision.

b. Collect feedback from participants and other stake-
holders (informal and/or formal commentary as
needed or planned).

c. Collect data per recommended guidelines.

d. Revise and update the program as needed.

e. In seeking to achieve full compliance, re-assess resources
and program/department infrastructure and support to
incorporate additional components of the WFL

Additional Resources:
+ Sample Large Dept. Re-Org Budget Request B

b

65
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Sample Re- Org Occupational Health and Wellness Budget Request

Proposal: Year _________

Introduction:


Occupational health and wellness services are different from either health insurance or medical treatment for on-the-job injuries. All fire Departments are responsible to ensure that Fire Service personnel can physically and mentally handle emergency incidents prior to and after they occur. Therefore, Departments needs to annually monitor and screen the capability of its personnel to perform such work. In addition, Departments can have a greater return on their investment by developing a Rehab procedure to ensure that injured personnel are properly re-evaluated prior to returning to full duty. All of the fore mentioned programs will aid in minimize occupational health and safety risks while simultaneously improving job performance. 

Currently, the Fire Department provides health and wellness services that are limited and not centralized. This proposal is to improve such services by (1) consolidating current efforts and their resources under a single organization and (2) providing the medical leadership needed to maximize the use of such resources to achieve health and wellness goals.


Step One: Consolidate Current Health and Wellness Resources 

Several different sections within the Fire Department and the City currently have resources dedicated to firefighter health and wellness services.   


		Current Service

		Description

		Provided By

		Cost (2008)

		Dept Budget



		Pre-hire Medical Exams

		A comprehensive examination and evaluation of recruit candidates before a job offer is made.

		Contracted


Vendor # 1

		$53,000

		Fire



		Annual required medical evaluations (See Attachment One)

		TB, hearing, respiratory clearance, BP, Specialty team evaluation (EKG, blood draw, chest xrays), etc.

		Contracted


Vendor #2

		$165,000

		City Personnel-Safety



		Annual F.I.T. (SCBA face piece testing)

		To test the fit of this critical piece of equipment

		Contracted


Vendor #2

		$33,000

		Fire



		Hepatitis & influenza inoculations, TB and


Blood tests

		For medical monitoring and prevention of illness.

		Contracted 

Vendor #3

		$9,000

		Fire



		TOTAL

		

		

		$260,000

		$ 95,000





This proposal is to re-dedicate these funds to a centralized Occupational Health and Wellness Division (OHWD) within the Department.


In addition to centralizing these currently funded health and wellness efforts it is recommended that two connected Fire Department positions would be relocated into the single Department OHWD. The main job responsibilities, of these two positions, would be to focus entirely on specific fire service health and wellness matters. The Medical Monitoring and Ergonomics programs, currently coordinated by the Safety Division, would also be transferred and reside under the responsibility of the OHWD Director and staff. A secondary gain from such consolidations would combine and centralizing medical records that will aid in coordinating quality service.


Step Two: Provide for Internal Medical Staffing and Services


Current budget resources of $XXX,XXX.XX would be used towards projected expenses for an OHWD. Such expected expenses are detailed below.


		Service

		Resource

		Year

		Year 



		Medical

		Dept. Physician/Director

		$

		$



		

		LPN/staff support

		$

		$



		

		Lab fee & Immunizations 

		$

		$



		

		Facility supplies 

		$

		$



		

		Leased equipment 

		$

		$



		

		Facility supplies 

		$

		$



		

		Cancer Screening (with cause)+/-

		$

		$



		

		Cardiologist referral 

		$

		$



		Rehab

		Clinical Pathways /Injury prevention

		$

		$



		Fitness

		Peer Fitness Trainer's Certification or CEU

		$

		$



		

		Additional PFT expenses

		$

		$



		

		Fitness Evaluations by PFT

		$

		$



		Behavior

		Awareness - Station --desk-top reference guide 

		$

		$



		

		BehMod- Modify for unique needs of FF

		$

		$



		

		Infectious Disease- Non-point exposure support

		$

		$



		Data

		IAFF/IAFF Wellness-Fitness Database

		$

		$



		Total

		

		$

		$



		

		Current Resources

		$

		$



		

		Shortfall

		$

		$





Development of a dedicated OHWP with a qualified medical staff will enhance current health and wellness services. There will be benefits in four distinct functional areas:


1. Medical/Rehabilitation – Pre-hire, Annual, and Return-to-duty Evaluations; Disability Care; 


and Ergonomic Tracking and Prevention Programs.

2. Fitness – Pre-hire, Recruit, and Incumbent Evaluations, Exercise Assistance, and Injury Education/ Prevention Programs.

3. Behavioral  – Critical Incident Stress, Infectious Disease, and Behavior Modification support.


4. Disability & Wellness Data Collection – OSHA, NFPA, State Codes, and IAFF/IAFC mandates.

The Medical staff will provide the guidance, management oversight, and medical services for the early detection and prevention of job-related illness and injury currently not being provided. One of the most compelling arguments for a dedicated physician and staff is that they develop a very high level of expertise in Occupational Medicine, specific to firefighting needs, which is not present in the local medical community. In the current, managed care environment, physicians are unfamiliar with the job requirements of firefighting and may inappropriately keep them off work or inappropriately send them back to work. A dedicated cohesive Fire Department Medical staff allows appropriate management of ill and injured firefighters and implementation of well-managed light duty/alternative duty/rehabilitation programs. 


A consolidated Occupational Health and Wellness Program will provide:


· Medical and fitness certification as per State and National standards.


· Reduced employee medical leave through better case management. 


· Treatment of employees injuries in-house. 


· Consolidation of services.


· Employee satisfaction. 


· Employee health enhancement.


· Accurate wellness data. 


Step Three: Preparing for the Future


The Occupation Health Center, OHC, will provide fire service specific medical and fitness evaluations, fire service specific rehabilitation programs, as well as behavior modification and CISM services. The OHC shall include exam rooms, x-ray and lab space, administrative and physician offices, work hardening/return-to-duty evaluations centers, and locker rooms. 


Great efforts have been taken to insure that this facility, once completed, would be a turnkey facility. Having an existing OHWD will allow a seamless transition, to the new OHC, without a loss of vital services. It is anticipated, once services are moved to the OHC, that costs would be defrayed by adding other public safety agencies, including other jurisdictions to create a “regional” OHC, and by adding additional fee-for-service applications. A delay in consolidating Occupational Health and Wellness programs would also mean a delay in recouping costs, from these additional services, once within the OHC.


Attachment One: 


Statutory Requirements and Standards of Practice

1. National Fire Protection Agency - Specifically NFPA-1582 –“Standards on Comprehensive Occupational Medical Programs” and NFPA-1583- “Standards on Health Related Fitness Programs.”


2. Occupational Safety & Health Administration - The intent of the OSHA (29 USC 654 (A) (1)) statute is to protect employees from workplace accidents and exposures by requiring employers to recognize and correct hazards. OSHA (29CFR 1910.156 (2, e) requires fire protection personnel to submit to an annual medical examination.


3. Americans with Disabilities Act makes it critical to have appropriate, defensible medical standards and an expert to administer them.


4. The Health Insurance Portability and Accountability Act of 1996 has created a completely new layer of legal obligations and restrictions on the management of Private Medical Information (PMI.)


5. State/Provincial Codes

6. International Association of Fire Fighters and the International Association of Fire Chiefs Created the Wellness and Fitness Initiative to support fire service wellness.

Current and Proposed Elements 


		IAFF/IACF & NFPA 1582 Required Elements

		Current

		Proposed

		Annual Cost



		Pre Hire medical




		$900-$1500 contracted annually by bid

		Dept. Occ. Physician and medical support staff member

		$100,000 -$250,00 salary depending on experience (+benefits)


$30,000 salary


(+benefits)



		Annual Medical Evaluation by board-certified occupational physician

		No

		Yes

		Occ Doc



		Annual blood chemistry




		Hazmat and Dive only

		Yes - all as per NFPA

		Occ Doc + Lab $65-$325 basic to heavy metal.



		Annual neuro-muscular evaluation




		HD1         “A” exam
only

		Yes - all as per NFPA

		Occ Doc



		Review of exposure to toxic materials over last year

		No

		Yes

		Occ Doc



		EKG –resting




		HD    Dive only

		Yes  all annually

		Occ  Doc



		Exercise/Stress 12- lead EKG

		No

		Yes

		Occ Doc + initial equip



		Immediate interpretation of exam results

		HD  Some on “A “

		Yes

		Occ Doc



		Chest X-ray




		HD bids out Every 5 years & Dive

		Yes as per NFPA standards

		Same as current until equip in levy



		State Required clearance for respirator use




		HD - $50 per “B” exam. Included in “A” exam which is $160 per exam

		Yes

		Occ Doc



		Vision

		Eye chart with “A” exam only

		Yes NFPA standards

		Medical support staff



		Hearing

		HD $40 with results by XX Audiolgy

		Yes

		$12. per for results still by XX Audiology 



		Timely medical consultation and post-exposure examinations of firefighters over exposed to hazardous materials

		Hospital 

		Yes 

		Hospital with follow up by Occ Doc



		Immediate notification of physical deficiency requiring restricted duty

		“A” exam only

		Yes

		Occ Doc





		Evening and weekend hours 

		No

		Yes on critical situations

		Occ Doc & staff would report to office



		Inoculations and immunizations

		TB required; hepatitis B pre-hire; flu voluntarily 

		Yes as per NFPA

		Occ Do + cost of meds



		Tests for tuberculosis exposure

		Yes-self read

		Yes

		Occ Doc



		Results of testing within 48 hours

		                  Sometimes 

		Yes

		Occ Doc



		Fitness-for-duty exam can be scheduled any time

		No

		Yes

		Occ Doc



		Cardiac risk assessment and counseling

		No

		Yes

		Occ Doc



		Cancer risk assessment

		No

		Yes by gender & need

		Occ Doc + lab fees if needed $50-110 per



		Annual Physical Fitness evaluation.

		Dept. provided. Not available all years; Haz-Mat and Sp Ops only.

		Yes


W/F Coord. & PFT staffing pool

		$50,000 - $75,000for PFTs


includes follow-ups



		Individualized physical fitness program

		Yes if requested

		As above

		Included above



		Peer fitness trainers program

		Dept has 10 PFTs but no operating funds

		Yes 


Increase to 100




		$6,000+ per year for new certifications



		Annual F.I.T. ( Face piece fit) test for respirators

Started pre 1990 

		HD – with Dept. machine- but as additional 


 per session charge.

		Yes


W/F Coord. & PFT staffing pool

		Med Sup Staff



		Return to Duty evaluation

		NO



		YES -if meets State required re-evaluation as per Dept Physician

		Occ Doc with additional follow-ups by PFTs



		On-duty fit-for duty evaluation

		Only when extreme problem(s) detected then need to be scheduled

		Yes  

		Occ Doc





















































































1 Health Department



� Each firefighter is required to have a physical evaluation each year to determine clearance for respirator use this process is currently known as a “B” Exam . Due to the current evaluation process the number of members opting to take the general medical evaluation, known as an “A” Exam, has progressively dropped to less than a third of the Department.     
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International Association of Fire Fighters
Division of Occupational Health, Safety, and Medicine
1750 New York Avenue, NW
Washington, DC 20006
202.737.8484
202.737.8418 (Fax)
www.iaff.org

International Association of Fire Chiefs
4025 Fair Ridge Drive, #300
Fairfax, VA 22033-2868
703.273.0911
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www.iafc.org



APPENDIX A — Fitness Protocols

WFI FITNESS Assessments

OVERVIEW

Five components of fitness are being evaluated to determine
a baseline level of fitness for fire service personnel and to
measure progress from year to year. The five components are:
Body Composition, Aerobic Capacity, Muscular Strength,
Muscular Endurance, and Flexibility. Fitness assessments may
be conducted by the designated fire department’s certified fit-
ness personnel. All data collected by the evaluator shall be
maintained in a secure location and adhere to strict levels of
confidentiality.

1. Body Composition: Skinfold measurements

There are many techniques available to estimate body com-
position. The WFI recommends a three-site skinfold meas-
urement to estimate body composition. When performed
correctly, skinfold measurements yield reliable, accurate,
and cost-effective estimates with a standard error of +3.5%.

2. Aerobic Capacity: WFI Treadmill/WFI Stepmill
There are many assessments currently available to evaluate
aerobic capacity. The WFI recommends two submaximal
tests to predict maximum aerobic capacity, the WFI Tread-
mill Protocol and the WFI Stepmill Protocol. The formula
for calculating the heart rate limit, or Target Heart Rate
(THR), has been modified. In order to determine THR for
these assessments refer to Table 5.5.

A maximal aerobic capacity test can also be used to obtain
maximal VO2 values. This protocol shall only be conducted
in a medical facility under the supervision of a physician,
including, ECG monitoring and resuscitation equipment.

3. Muscular Strength:
Hand Grip, Static Arm, & Static Leg

There are many assessments currently available to evaluate
maximum muscular strength. The WFI recommends iso-
metric tests because they are reliable, valid, cost-effective,
portable, easy to administer and safe. As with all forms of
exercise there are inherent risks for injury; however, with
comprehensive pre-screening, appropriate instruction, su-
pervision, and proper execution, the risks are minimized.

Vertical Jump (Optional)

The Vertical Jump can be used as a substitute for the static
leg strength evaluation. Some participants are apprehen-
sive about the static leg dynamometer, despite the empha-
sis on prescreening, instruction, supervision and proper
execution. This assessment may be offered as an alternative,
but is not directly comparable to the results of static leg dy-
namometer. The static leg assessment evaluates muscular
strength, which is only one component of power. The ver-
tical jump employs a formula to calculate power, or the
force produced by the legs to propel the body upward.

4. Muscular Endurance:

Push-ups & Prone Static Plank
There are many protocols currently available to assess
muscular endurance. The WFI recommends a combina-
tion of static and dynamic movements for evaluating mus-
cular endurance, the prone static plank and push-ups.

Alternate Grip Push-up (Optional)

The alternate grip push-up (with stands) is an optional
test for participants who experience muscular/skeletal
discomfort in the performance of the standard WFI
push-up. When utilizing the push-up handles, the
height of the standard 5-inch range-of-motion prop
must be adjusted to five inches, plus the height of the
handles.

5. Flexibility: Sit & Reach

There are many protocols currently available to measure
flexibility. The WFI recommends the modified sit-and-
reach assessment which is used to assess gross posterior
muscle flexibility. This evaluation adjusts for the differ-
ences in limb length among participants.

Equipment

All evaluation equipment must be as specified in these
protocols. Equipment must not be substituted unless
otherwise indicated. All equipment must be main-
tained and properly calibrated in accordance with the
manufacturer’s instructions. Failure to do so may re-
sult in inaccurate or invalid data.



The WFI fitness assessment protocols, and the
equipment needed to perform them, are
described below:

BODY COMPOSITION

B Lange Skinfold Calipers or equivalent
B Flexible tape measure

B Water-soluble marker

AEROBIC CAPACITY

B Treadmill - The treadmill shall be a commercial treadmill
capable of obtaining a minimum of 15% grade and 10 mph.

B Heart Rate Monitor

B Stopwatch

B Stepmill - The Stepmill should be a StairMaster 7000PT.
Many generations of the Stepmill have been manufac-
tured over the years. Consequently, the steps/min rate
varies from model to model. The new WFI test was val-
idated on a unit that has 20 intensity levels. It is imper-
ative that the administrator insure that the unit is
calibrated to the same steps-per-minute rate for each
level indicated in the testing protocol. Refer to Table 5.0

Table 5.0
Intensity (steps/min) for each level on the Stepmill

24 11 97

1
2 31 12 104
3 39 13 111
4 46 14 118
5 53 15 126
6 60 16 133
7 65 17 140
8 75 18 147
9 82 19 155
10 89 20 162

Note: If your Stepmill is not calibrated to the same steps/min
rate as the 20-level table, the test may be invalid for your
Stepmill. Please refer to the manufacturer for options.

MUSCULAR STRENGTH

B Hand-Grip Dynamometer - Hand grip strength evalu-
ations are performed with the JAMAR Hydraulic Hand
dynamometer.

B Arm Dynamometer - The arm dynamometer shall be
the Jackson Strength Evaluation System or a commercial
dynamometer that includes an adjustable chain, handle
bar, and test platform. The assessor must verify that the
dynamometer is equivalent to the Jackson Strength
Evaluation System.

B Leg Dynamometer - The leg dynamometer shall be the
Jackson Strength Evaluation System or a commercial dy-
namometer system that includes an adjustable chain,
and test platform. The assessor must verify that the dy-
namometer is equivalent to the Jackson Strength Eval-
uation System. A V-grip handlebar, or “chinning
triangle,” is required.

B Vertical Jump (Optional) - The vertical jump shall be
evaluated using a timing mat to estimate the vertical dis-
tance traveled. The timing mat shall be the “Just Jump”
mat from Probotics or other commercial timing mat. If
an alternative device is used, the test administrator must
verify that the device is equivalent to the Probotics “Just
jump” mat.

MUSCULAR ENDURANCE

M Static Plank - The static plank requires an exercise mat
and a stopwatch.

B Push-up - The push-up evaluation requires a five-inch
prop (e.g., cup, sponge), a metronome and a stopwatch.
An exercise mat is optional.

B Alternate Grip Push-up (optional) - The alternate grip
push-up requires a range-of-motion prop (e.g., cup,
sponge), a metronome, stopwatch; and push-up stands
or two 40 1b. hex dumbbells. Note: The range of motion
prop shall be modified to ensure that the height is five
inches, plus the height of the stands (e.g., a pair of five-
inch push-up stands will require a ten-inch prop).

FLEXIBILITY

M Sit-and-Reach — The equipment required is a Novel
Acuflex I or equivalent trunk flexibility test device that
compensates for variable arm and leg lengths.



MANDATORY PRE-EVALUATION PROCEDURE

All personnel shall be medically cleared within
the last 12 months prior to participating in the
WFI assessments.

All personnel shall be health screened prior to
conducting the WFI assessments (e.g., Par-Q,
Health History).

Assessments shall be deferred if the following

medical conditions exist:

B Chest pain, during or in the absence of physical activity

B Recent unexplained loss of consciousness

B Loss of balance due to dizziness (ataxia)

B Recent injury resulting in bone, joint or muscle
problems that may be exacerbated by exercise

B Current prescribed drug that inhibits physical activity

B Chronic infectious disease (e.g., hepatitis)

B Pregnancy

B Any other reason the participant believes that he or she
should not be physically evaluated

The following pre-evaluation procedure shall be
conducted for all personnel prior to conducting
fitness assessments:

B Obtain a resting heart rate and blood pressure. If resting
heart rate is equal to or greater than 110 beats per
minute and/or resting blood pressure is equal to or
greater than 160/100 mm Hg, instruct the participant
to rest for five minutes and re-evaluate. If the heart rate
and/or blood pressure remain at these levels, cancel the
fitness evaluation and refer the participant to the fire
department physician. If the heart rate and/or blood
pressure fall within the acceptable range, the assessment
may continue.

The assessor shall:

B Instruct the participants to refrain from eating, drink-
ing, smoking and any physical activity that may influ-
ence performance prior to the assessment. Activities that
affect heart rate and/or blood pressure measurements
may adversely impact performance.

B Assure that participants are wearing appropriate attire.

B Record participants’ age.

B Inform participants of the appropriate execution for
each protocol.

ASSESSMENT SEQUENCE

The assessments are sequenced to minimize the effect of
fatigue on subsequent performance, and to mitigate injury.
The WFI requires that assessments be performed in the
following sequence:

1. Body composition

2. Aerobic capacity

3. Muscular strength/power

4. Muscle endurance

5. Flexibility

Note: Personnel should have the opportunity to recover from
the previous assessment before proceeding to the next.

INDICATIONS FOR STOPPING EVALUATION

B Onset of angina or angina-like symptoms

B Signs of poor perfusion: light-headedness, confusion,
ataxia, poor pallor, cyanosis, nausea, or cold, clammy skin

B Failure of heart rate to increase with increase in exercise
intensity

B Participant requests evaluation to stop

B Physical or verbal manifestations of severe fatigue

B Joint or muscle pain that becomes aggravated with
exercise

M Failure of the testing equipment



WFI ASSESSMENT PROTOCOLS:
BODY COMPOSITION

EQUIPMENT

B Lange Skinfold Calipers or equivalent
B Flexible tape measure

B Water-soluble marker

ASSESSMENT

B Conduct pre-evaluation procedures.

B Obtain the participant’s age.

B Note the gender-specific skinfold sites. Men are meas-
ured at the triceps, subscapular and pectoral sites;
women are measured at the triceps, abdominal and
suprailiac sites.

B All measurements should be made on the right side of
the body, with the subject standing upright.

B Use the tape measure to mark the site to be measured
with a water-soluble marker.

M Place calipers directly on the skin surface, 1 cm away
from the thumb and finger; perpendicular to the skin-
fold; and halfway between the crest and base of the fold.

B Maintain pinch while reading the caliper.

B Wait 1 — 2 seconds (not longer,) before reading caliper.

B Rotate through all three sites or allow time for skin to
regain normal texture and thickness.

B Take two measurements at each site. If the values are less
than 1 millimeter of each other then calculate the aver-
age of the two measurements.

B If the difference between the two measurements is
greater than or equal to 1 millimeter, then a third meas-
urement must be taken.

If the differences between the three skinfold measurements are
equal, then calculate the average of all three measurements.
[e.g., (1) 6 mm, (2) 9mm, (3) 12 mm the average of all
three measurements is 9 mm.]

If the three measurements are not equal distance apart
then calculate the average of the two closest measure-
ments. [e.g., (1) 7mm, (2) 4 mm, (3) 5 mm the average is
calculated for measurement #2 and #3 only. The average
of the two measurements is 4.5 mm. |

Once the skinfolds are collected for all three sites, calcu-
late the sum of the average skinfold measurement for each
site. (Note: Sites are specific to gender.)

To determine body fat percentage, cross-reference the sum
of skin folds with the subject’s age on the appropriate chart
provided in this section (male - table 5.1; female — table
5.2).

MALE SKINFOLD SITES

B Triceps — located at the midpoint between the acromio-
clavicular (AC) joint and the olecranon process (center
of the elbow) on the posterior aspect of the upper arm.

Figure 5.0

Figure 5.1

B Subscapular - located on the same diagonal line as the
inferior border of the scapula, 2cm beyond the
inferior angle.

Figure 5.2 Figure 5.3

B Pectoral — Located on a diagonal line, midway between
the axillary fold and the right nipple.

Figure 5.4 Figure 5.5




FEMALE SKINFOLD SITES

B Triceps — located at the midpoint between the acromio-
clavicular (AC) joint and the olecranon process (center
of the elbow) on the posterior aspect of the upper arm.

Figure 5.6 Figure 5.7

B Abdominal —located at the right of the umbilicus, on a
vertical fold, 2cm from the right lateral border.

Figure 5.8 Figure 5.9

B Suprailiac —located on a diagonal line, 1-2 cm anterior
to the crest of the pelvis (ASIS). Grasp a diagonal skin-
fold just above and slightly forward of the crest of the
lium.

Figure 5.10 Figure 5.11




Table 5.1

Percentage of Body Fat estimate for MEN
Based on the Sum of Triceps, Subscapular, and Pectoral Skinfolds

Skinfolds Age up to Last Complete Year
Sum (mm) | Under22 23-27 28-32  33-37 38-42  43-47  48-52  53-57  Over57
8-10 15 2.0 2.5 3.1 3.6 4.1 4.6 5.1 5.6
9985-19070 |?-______
113-115 _-______

116 - 118

35.5




Table 5.2

Percentage of Body Fat estimates for WOMEN
Based on the Sum of Triceps, Abdominal, and Suprailiac Skinfolds

Skinfolds Age up to Last Complete Year
Sum (mm) | 18-22  23-27  28-32 33-37 38-42 43-47 48-52 53-57  Over57
8-12 8.8 9.0 9.2 9.4 9.5 9.7 9.9 10.1 10.3
:;:Z |________ o
2;:; |-——————— 29-8
9983 19072 |_________
ii; EZ |________ .
Ez iz |-——————— 41-3




WFI AEROBIC CAPACITY EVALUATIONS

There are two submaximal assessments to determine a fire
fighter’s aerobic capacity: the WFI submaximal treadmill
and the WFI sub-maximal Stepmill. Using the calculations
provided in the respective section, both assessments esti-
mate a fire fighter’s maximal aerobic capacity, expressed as
VO, max. Either the treadmill or Stepmill can be used as
long as the results are calculated using the appropriate as-
sessment formula. All aerobic capacity evaluation results
must be recorded in milliliters (ml) of oxygen per kilogram
(kg) of body weight per minute (VO, max).

These aerobic assessments are submaximal and are based
on the heart rate response during graded exercise. Accu-
rate estimation of maximal heart rate (MHR) is critical to
the submaximal prediction used in these assessments. A
new formula for calculating maximal heart rate is utilized
with these protocols, because it more accurately accounts
for age-related reduction of MHR than did the previous
formula (Table 5.5). Be aware that the heart rate can be af-
fected by variables such as body temperature, hydration
state, anxiety, stress and medications. In addition to heart
rate, body mass (height-to-weight ratio), is also a signifi-
cant variable in both prediction equations. The relation-
ship between height and weight is recorded as Body Mass
Index (BMI). It is important to note that BMI is not being
used in these aerobic protocols to estimate body composi-
tion; but rather, is used to represent the mass of each par-

PRE-EVALUATION PROCEDURES

Choose the aerobic capacity protocol and worksheet.
Measure the participant’s:

B Resting heart rate

B Resting blood pressure

B Age

B Height

B Weight

B Gender

B Determine the participants Body Mass Index (BMI)
Refer to Table 5.3 & Table 5.4

B Determine the Target Heart Rate (THR). Refer to table
5.5 to determine the appropriate exercise heart rate for
the participant’s age.

B Record the target exercise heart rate on the protocol
worksheet.

M Inform the participant of all evaluation components. En-
sure that the participant is in proper clothing and footwear.

B Review all indicators for stopping the evaluation with
the participant.

Secure heart rate monitor transmitter around the partici-

pant’s chest in accordance with the manufacturer’s in-

structions. Evaluator shall hold or wear the heart rate

monitor wrist receiver.

ticipant. Whereas all predictive tests are subject to varying  Table 5.3

degrees of error, it is believed that these new changes will Body Mass Index (BMI) formulas

provide vast improvements from previous protocols in re- —

L g . . . Metric: Us:

liability, validity and accuracy in estimating VO, max. L

Weight (kg) Weight (1b)
EMI = Teight (m)* BMI =703 x Height (in)?
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Table 5.5
Target Heart Rate for Respective Age

Age | THR ||Age | THR |[Age | THR | [Age | THR
(yrs) | (BPM) (yrs) | (BPM) | |[{yrs) | (BPM) (yrs) | (BPM)

18 166 29 160 40 153 S1 146
19 165 30 159 42 152 52 146

20 165 || 31 | 158 |42 | 152 || 5 | 145
21 | 164 |[32 | 158 [| 43 | 151 || 54 | 145

22 164 33 157 44 151 S35 144
23 163 34 | 157 45 150 56 | 143
24 163 35 156 46 149 57 143
25 162 36 155 47 149 58 142

26 161 37 155 48 148 59 142
27 161 38 154 49 148 60 141

28 160 39 154 50 147 61 140

THR Formula: [208-(0.7xage)]x 0.85

WFI AEROBIC CAPACITY EVALUATIONS
TREADMILL EVALUATION

Equipment

B Commercial Grade Treadmill
B Calculator

B Stopwatch

M Heart Rate Monitor

B Height Scale

B Weight Scale

Figure 5.12

TREADMILL EVALUATION

ASSESSMENT
The purpose of this assessment is to estimate the VO2
max of each participant.

1. Conduct Pre-Evaluation Procedures.

2. The participant straddles the treadmill belt until it begins to
move. When the treadmill reaches approximately 1 mph, in-
struct the participant to step onto the belt. Then increase the
speed to 3 mph at 0% grade. Monitor the participant's heart
rate continuously throughout the assessment.

Figure 5.12
Time 8 f srade
0:00 - 1:00 3.0 0
1:01 - 2:00 3.0 0
2:01 — 3:00 3.0 0
3:01 - 4:00 4,5 0
4:01 - 5:00 4.5 2
5:01 — 6:00 5.0 2
6:01 — 7:00 5.0 4
7:01 — 8:00 5.5 4
8:01 — 9:00 5.5 6
9:01 — 10:00 6.0 6
10:01 - 11:00 6.0 8
11:01 - 12:00 6.5 8
12:01 - 13:00 6.5 10
13:01 — 14:00 7.0 10
14:01 — 15:00 7.0 12
15:01 — 16:00 7.5 12
16:01 —17:00 7.5 14
17:01 — 18:00 8.0 14
Recovery Phase

0:00 - 1:00 3.0 0
1:01 — 2:00 3.0 0
2:01 - 3:00 3.0 0

3. Start the stopwatch when the treadmill reaches 3 mph
at 0% grade. Continue with this speed and grade for 3
minutes (steady state).

4. After completing the 3-minute steady state interval, in-
form the participant that the speed will increase to 4.5
mph.

5. Advise the participant that the assessment is a series of 1-
minute intervals, alternating between speed and percent
grade. All subsequent speed increases occur at 0.5 mph.

6. At 4:01 minutes, increase the grade from 0% to 2%. At
this time, inform the participant that all subsequent
grade increases occur at 2% intervals.

7. The assessment will continue until the participant’s
heart rate exceeds the THR rate for 15 seconds, or the
subject exhibits the medical criteria for early
termination.

8.Once the heart rate exceeds the Target Heart Rate
(THR), note the time and continue the assessment for
an additional 15 seconds. Do not make any changes to
the assessment speed or grade during this time. If the
participant’s heart rate remains above the THR for the
full 15 seconds, then stop the assessment and proceed to
the cool-down phase. Record the total time, including
the 3-minute warm-up, at which point the participant
exceeds the THR. If the participant’s heart rate exceeds
the target, but then drops back to the THR or below
within 15 seconds, then the assessment should continue.



10

The assessment is not complete until the participant’s
heart rate exceeds the THR for 15 seconds. If this does
not occur within 18 minutes, then terminate the as-
sessment and record the time.

9. Once the assessment is completed, the time is recorded.
The participant should perform a cool-down for a min-
imum of 3 minutes at 3 mph, 0% grade. Continue to
monitor the heart rate during the cool-down. Record the
recovery heart rate at 1 minute of cool-down.

TERMINATE THE ASSESSMENT IF ANY

OF THE FOLLOWING OCCURS:

a. The THR is exceeded for 15 seconds.

b. The THR has not been met after 18 minutes.

c. The participant asks to terminate the exercise.

d. The equipment malfunctions.

e. Medical conditions arise that prohibit completing the
assessment.

B Record the reason for terminating the assessment and
the initial time the THR was exceeded (if applicable).
Record time in minutes and convert second(s) into dec-
imal. See Treadmill Formula and Table 5.6

B Use the test time (TT) the participant completed the
assessment (i.e. exceeded the THR) along with the
treadmill conversion formula to estimate VO2 max.

B Record the VO2 max.

Table 5.6
Seconds converted to decimal

Treadmill Sub-maximal VO2 Prediction Formula
VOzmax =56.981 + (1.242 X TT) — (0.805 x BMI)

1 0.02 21 0.35 41 0.68
2 0.03 22 0.37 42 0.70
3 0.05 23 0.38 43 0.72
4 0.07 24 0.40 44 0.73
5 0.08 25 0.42 45 0.75
6 0.10 26 0.43 46 0.77
7 0.12 27 0.45 47 0.78
8 0.13 28 047 48 0.80
9 0.15 29 0.48 49 0.82
10 0.17 30 0.50 50 0.83
11 0.18 31 0.52 51 0.85
12 0.20 32 0.53 52 0.87
13 0.22 33 0.55 53 0.88
14 0.23 34 0.57 54 0.90
15 0.25 35 0.58 55 0.92
16 027 36 0.60 56 0.93
17 0.28 37 0.62 57 0.95
18 0.30 38 0.63 58 0.97
19 0.32 39 0.65 39 0.98
20 0.33 40 0.67 60 1.00

*Note: TT is the time in minutes that the participant’s
THR was exceeded and the test terminated

Example of the computations required to calculate VO, max:
Age: 48 yrs

Weight: 221 lbs

Height: 6’

BMI = 30

THR = 148 bpm

Example Scenario:

At 7 minutes and 32 seconds the participant exceeds their THR.
They continue with the assessment for the additional 15 second
monitoring period. The HR remained above their THR. Test
terminated and time recorded at 7min 32 sec.

Using Table 5.6 convert 32 seconds to decimal = .53

7 min + .53 = test time 7.53

Calculate VO, using treadmill formula:

VO, =56.981 + (1.242 X time) — (0.805 X BMI)

VO, = 56.981 + (1.242 X 7.53) — (0.805 x 30)

VO, =56.853 +9.35-24.15

V02 =42.1




STEPMILL EVALUATION

Equipment

B StairMaster 7000 PT Stepmill
B Heart Rate Monitor

B Stopwatch

B Height/Weight Scale

B Calculator

Stepmill Evaluation
Figure 5.13

ASSESSMENT
The purpose of this assessment is to estimate the VO, max
of each participant.

B Conduct Pre-Evaluation Procedures.

B Monitor the participant’s heart rate continuously
throughout the assessment.

B Instruct the participant to temporarily grasp the
handrails to reduce the possibility of losing balance
when the stairs begin to move.

B The starting position is approximately two-thirds of the
way up the stairs.

B The assessment starts at level 4 for 2 minutes, then level
5 for 1 minute (warm-up period). Start the stopwatch
once the Stepmill begins. Inform the participant that the
evaluation is a series of 1-minute intervals with in-
creasing work loads on each subsequent minute.

B Once the assessment commences, do not allow the par-
ticipant to hold or lean on the handrails; this will result
in overestimation of aerobic capacity.

B At the completion of the 3 minute-warm-up, proceed
to level 7 for 1 minute. *Note: This is marked by in-
creasing the workload from level 5 to level 7.

B Once the heart rate exceeds the Target Heart Rate
(THR), note the time and continue the assessment for
an additional 15 seconds. Do not make any changes to
the assessment intensity level during this time. If the
participant’s heart rate remains above the THR for the

Time Level | Step/min
0:00 — 1:00 4 46
1:01 - 2:00 4 46
2:01—3:00 5 53
3:01 —4:00 7 65
4:01 - 5:00 8 75
5:01 - 6:00 9 82
6:01 —7:00 10 89
7:01 — 8:00 11 97
8:01-9:00 12 104
9:01 - 10:00 13 111

10:01 - 11:00 14 118
11:01 — 12:00 15 126
12:01 — 13:00 16 133
13:01 — 14:00 17 140
14:01 — 15:00 18 147
15:01-16:00 | 19 | 155
Recovery Phase
0:00 — 1:00 3 39
1:01 - 2:00 3 39

full 15 seconds, then the participant has completed the
assessment. Stop the assessment and record the time at
which the participant exceeded the THR. The total Test
Time (TT) begins from the time the participant starts
on the Stepmill, to the point at which the participant ex-
ceeds their THR. It does not include the final 15 second
monitoring period that the heart rate was above the
THR.

B The assessment is complete once the participant’s heart
rate exceeds the target for 15 seconds. If the participant’s
heart rate exceeds the target, but then drops down to the
THR or below within 15 seconds, then the assessment
should continue.

B Once the assessment is completed, the participant will
cool down for a minimum of 2 minutes at level 3. Con-
tinue to monitor the heart rate during the cool-down.
Record the recovery heart rate at one minute of cool-
down. The participant may grasp the handrails during
the cool-down phase.

B Upon completion of the cool-down, instruct the partic-
ipant to grasp the handrails. Stop the stepmill and assist
the participant off the apparatus.

11
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TERMINATE THE ASSESSMENT IF

ANY OF THE FOLLOWING OCCURS:

B The participant’s heart rate exceeds THR for 15 seconds.

B The THR has not been met after 16 minutes.

B The participant asks to terminate the exercise.

B The equipment malfunctions.

B Medical conditions arise that prohibit completing the
assessment.

B Record the reason for terminating the assessment and
the initial time the heart rate had been exceeded (if ap-
plicable). Record time in minutes and convert second(s)
into decimal. See Table 5.6

M Insert the test time (TT) at which the participant com-
pleted the assessment, along with the stepmill conver-
sion formula to estimate VO, max.

M Record the VO, max.

Stepmill Sub-maximal VO2 Prediction Formula
V02max =57.774 + (1.757 X TT) — (0.904 x BMI)

*Note: TT is the time in minutes that the participant’s
THR was exceeded and the test terminated

The following example illustrates the computations
required to calculate VO, max for the stepmill.

Age: 48 yrs Weight: 221 1bs  Height: 6’
BMI = 30 THR = 148 bpm

Example Scenario:

At 5 minutes and 8 seconds the participant exceeds THR.
Continue with the assessment for the additional 15 sec-
ond monitoring period. If after 10 seconds of monitor-
ing, the participants heart rate drops below the THR, the
appropriate course of action is to continue with the as-
sessment as if the participant hadn't exceeded the THR.
At 5 minutes and 52 seconds, the participant again ex-
ceeds the THR, continue with the assessment for the ad-
ditional 15-second monitoring period. Should the
participant's HR stay above the THR during the 15- sec-
ond monitoring period, the test would be terminated
and the time recorded at 5 min 52 sec.

Using Table 5.6 convert 52 seconds to decimal = .87
5 min + .87 = test time 5.87

Calculate the VO2 using stepmill formula:

VO2 = 57.774 + (1.757 X (TT) - (0.904 x BMI)
VO2 = 57.774 + (1.757 X 5.87) — (0.904 X 30)

VO2 =57.774 + 10.31 — 27.12

VO2 = 40.96

VO2 = 41 ml/kg/min




WFI GRIP STRENGTH

Equipment
B JAMAR Hydraulic Hand dynamometer
B Towel

Figure 5.14

ASSESSMENT

The purpose of this assessment is
to evaluate the maximum iso-
metric muscular strength of the
flexor muscles of the hands.
There is a strong correlation be-
tween hand grip strength and
upper body strength.

B Conduct Pre-Evaluation Procedures.

B Instruct the participant to towel-dry hands.

B Place the dynamometer in the participant’s hand to be
sized for assessment. Ensure that the hand grip is ad-
justed to fit snugly in the first proximal interphalangeal
joint. Prior to commencing the assessment, set the dy-
namometer to “zero” by rotating the red peak force in-
dicator counterclockwise.

B Adpvise the participant that the evaluation is a series of 6
trails, 3 for each hand, alternating hands with each at-
tempt.

B The participant will maintain the following positions
for the duration of the assessment:

B Stand upright with spine in neutral alignment.

M Flex elbow at a 90° angle.

B Adduct shoulder and place hand in neutral grip po-
sition (hand shake position).

B The participant will squeeze the device with maximum
force for 3 seconds while exhaling.

B The participant will slowly release grip. The needle will
automatically record the highest force exerted.

B Measure both hands, alternating between right and left,
completing three trails per hand.

B Reset the peak-hold needle to zero before obtaining new
readings.

B Record the scores for each trail in each hand to the near-
est kilogram.

B Record the highest score for each hand.

WFI ARM STRENGTH

Equipment

M Jackson Strength Evaluation System with or verified
equivalent dynamometer

B Straight Handlebar

B Towel

Figure 5.15

ASSESSMENT

The purpose of this assessment is to
evaluate the maximum isometric
strength of the flexor muscles of
the arm.

B Conduct Pre-Evaluation Proce-
dures.

B Participant will towel-dry hands.

B Advise the participant that the
evaluation is a series of 3 trials in
which the he will “ease into” the
isometric arm contraction and re-
lease slowly, without moving the
arms or jerking hands.

B Place the dynamometer base plate on a level and secure
surface.

B Have the participant stand upon the dynamometer base
plate, with feet shoulder width apart and equal distance
from the chain. The chain should travel vertically from
the base to the hands.

B The participant will stand erect with knees straight and
arms flexed at 90° in the sagittal plane.

B The participant will hold the bar with a wide grip and
bend elbows at 90° .

B Participants must stand erect without arching back.

B Adjust the chain so that the bar can be held in the hands
while the arms are flexed at 90° in the sagittal plane.

B Ensure that elbows remain adducted.

B Verify this position and ensure the chain is taut.

B The participant must not shrug shoulders, bend back, or
perform any other motion other than biceps flexion in
an attempt to move the handlebar in a vertical direction.

B The participant will flex maximally for 3 seconds.

B After 3 seconds, the participant will slowly relax arms,
and remain at a standing rest for 30 seconds.

B Once the participant has completed the 30-second re-
covery period, begin the 2" trial.

B Repeat evaluation for the 3™ trial using the same proce-
dure.

B Record the three trials to the nearest kilogram.

B Record the highest trial.

Note: Digital readout will display both the peak force (“p”)
and the average force (“a”) achieved during the three

evaluations.

13



14

WFI LEG STRENGTH

Equipment

B Jackson Strength Evaluation System or Verified equiva-
lent dynamometer

B V-Grip Handlebar

B Towel

B Weight lifting belt (optional)

Figure 5.16

™  ASSESSMENT

B The purpose of this assessment
is to evaluate the maximum iso-
metric strength of the lower
body by performing a static
dead lift.

B Conduct Pre-Evaluation Proce-
dures.

B The participants will towel-dry
hands.

B The participant may use weight-
lifting belts for support.

B Adpvise the participant that the evaluation is a series of 3
trials.

B Place the dynamometer base plate on a level and secure
surface. Have the participant stand upon the dy-
namometer base plate, with feet spread shoulder width
apart and equal distance from the lifting chain. Inform
the participant to notify the assessor if he/she experi-
ences any pain or discomfort, especially around the
spine. If notified, terminate the assessment.

B Instruct the participant to stand erect with knees
straight.

B Adjust the chain so the upper (inside) edge of the bot-
tom cross-member of the V-grip handlebar is at the top
of the participant’s patella; legs are straight). Verify this
position.

B [nstruct the participant to:

B Flex at knees and hips until he/she can reach the handle.

B Hold the bar and look straight ahead with neck in
the neutral position.

B Fully extend arms and maintain a straight (neutral)
back.

B Ensure the participant maintains the following positions:

B The hips are directly over the feet, with trunk and
knees slightly bent.

B The shoulders are “set” or retracted to ensure that
the spine is neutral (cervical, thoracic and lumbar.)

B The elbows are extended

B Advise the participant to “ease into” the isometric leg
extension and release it slowly, without bending at the
waist, flexing the arms, or jerking the hand.

B Instruct the participant to extend legs, using proper
form and technique. Encourage the participant to limit
the first trial to approximately 50% of maximal effort.

B Participant will apply — 50% force for a maximum of
3 seconds while exhaling.

B After 3 seconds, instruct the participant to slowly relax
arms and legs, and to remain at a standing rest for 30
seconds. The device will record the peak force exerted.

B Once the participant has completed the 30-second re-
covery period, begin the 2" trial.

B The participant should use maximum effort during the
2" and 3" trials.

B Record the two trials to the nearest kilogram.

B Record the highest trial.

Note: Digital readout will display the peak force (“p”)
and the average force (“a”) achieved during the three
evaluations.



WFI VERTICAL JUMP — Optional Assessment
LEG POWER ASSESSMENT

Equipment:

B Pressure Mat - “Just Jump” Probotics

B Safety Tape - or any object that can be suspended above
the mat to act as a target

B Calculator

Figure 5.17 Figure 5.18

ASSESSMENT

B The purpose of this as-
sessment is to estimate _
peak power produced in the lower body.

B Collect the participant’s body weight and record in kilo-
grams (# lIbs + 2.2 = kg).

B Conduct pre-evaluation procedures.

B Place the jumping mat on a level surface. Connect the
cord attached to the jumping mat to the handheld com-
puter port.

B With the participant off the mat, turn the computer on.
Choose “One Jump” on the computer menu. The dis-
play should read “Step on Mat”.

B Have the participant squat to a position where the knees
are at a 90° angle and the hands by the sides (momen-
tary pause @ 90°).

B Instruct the participant to jump straight up as high as he/she
can, reaching toward the ceiling or a target object, without
tucking the legs, and land with both feet on the mat.

B When the participant has completed the jump, the dis-
play will read the hang time and vertical jump in
inches. The vertical jump mode resets automatically.

B Have the participant perform a series of 3 jumps and
record the highest distance in inches.

B Convert the highest jump achieved in inches to cen-
timeters (# inches X 2.54 = cm).

B Use the power formula provided below with the jump
height (cm) and body weight (kg) to estimate leg power.

Any deviations from the above techniques cannot be
counted, and the participant must repeat the trial.

The following are examples of situations that require a re-
evaluation:

B The participant fails to land with both feet on the mat.

B The participant tucks the legs instead of extending them
while jumping. Note: Administrators can minimize the
tendency of participants to tuck the legs by suspending
a target object above the mat for the participant to at-
tempt to touch.

Power formula:
Leg Power (watts) = [(60.7xjump height (cm)) +
(45.3xbody weight (kg))] — 2055

Use the following conversions:
Height in inches to centimeters (# inches X 2.54 = cm)
Body weight in pounds to kilograms (# Ibs + 2.2 = kg)

15



16

WFI PRONE STATIC PLANK —
CORE STABILIZATION ASSESSMENT

Equipment:
B Stopwatch
B Exercise Mat

Figure 5.19

‘,ﬁ_

ASSESSMENT:
The purpose of this assessment is to evaluate the muscu-
lar endurance of the core stabilizer muscles of the trunk.

B Conduct the pre-evaluation procedures.

B Instruct the participant to lay prone, keeping upper
body elevated and supported by the elbows. Raise hips
and legs off the floor, supporting the body on forearms
and toes. Position elbows directly under the shoulders.
Maintain straight body alignment from shoulder
through hip, knee and ankle.

B The ankles should maintain a 90° angle, the scapulae
should remain stabilized with elbows at 90°. The spine
should remain in a neutral position throughout the as-
sessment.

B Once the feet are in position, the participant then ex-
tends the knees, lifting off the floor. Start the stopwatch
at this time.

B Instruct the participant to contract the abdominals so
that the back will remain flat in the neutral position for
the duration of the assessment.

B Any deviations from the above posture will warrant 2
verbal warnings. If a 3 infraction occurs stop the watch
and terminate the assessment.

B The assessor shall terminate the evaluation when the
participant:

B Reaches 4 minutes; or
B [s unable to maintain proper form after the 2™
warning,

B Once the assessment termination criteria are met, stop
the watch and record the time.

WFI PUSH-UP

Equipment

Five inch prop (i.e. cup; sponge)
Metronome

Stopwatch

Figure 5.20

Figure 5.21

ASSESSMENT
The purpose of this assessment is to evaluate muscular en-
durance of the upper body.

B Conduct Pre-Evaluation Procedures.

B Advise the participant that the evaluation is a series of
push-ups performed in a 2-minute time period, for a
maximum of 80 push-ups. The evaluation is initiated
from the “up” position (hands are shoulder width apart,
back is straight, and head is in neutral position).

Advise the participant of the following:

M [t is not permitted to prop feet against a wall or other
stationary object.

B Back must be straight at all times (neutral position).

B Arms must be fully extended during the up-phase.

B Cadence with the metronome must be maintained, (one
beat up and one beat down).

B Position the 5-inch prop on the ground beneath the par-
ticipants chin.

B The metronome is set at a speed of 80 bpm, allowing for
40 push-ups per minute, and a maximum of 80 push-
ups in 2 minutes.

B The participant must lower the body toward the floor
until the chin touches the prop.

The assessor shall terminate the evaluation

when the participant:

B Reaches 80 push-ups;

B Performs 3 consecutive incorrect push-ups; or

M Fails to maintain continuous motion with the
metronome cadence.

B Once the assessment is complete, record the highest
number of successfully completed push-ups.

* Participants with a history of shoulder and/or wrist injury
that could be exacerbated by performing the conventional
push-up protocol may perform the WFI alternate grip push-
up evaluation.



OPTIONAL ASSESSMENT:
WFI ALTERNATE GRIP PUSH-UP TEST

Equipment:

B Push-up handles

B Metronome

B Stopwatch

B Prop — 5% plus the height of the handles

Figure 5.22

=

Figure 5.23

-

ASSESSMENT:

The purpose of this assessment is to evaluate muscular en-
durance of the upper body. The alternate grip push-up
(with stands) is an optional assessment for participants
who experience muscular/skeletal discomfort in the per-
formance of the standard WFI push-up.

B Conduct the pre-evaluation procedures.

B Advise the participant that the evaluation is a series of
push-ups performed in a 2-minute time period to com-
plete a maximum of 80 push-ups. The evaluation is ini-
tiated from the “up” position (hands are shoulder width
apart, back is straight, and head is in neutral position).

B Advise the participant of the following:

B It is not permitted to prop feet against a wall or
other stationary object.

B Back must be straight at all times (neutral posi-
tion).

B Arms must be fully extended during the up-phase.

B Cadence with the metronome must be maintained,
(one beat up and one beat down).

B Instruct the participant to grasp the push up stands, and as-
sume the “up” position. (Caution: hex dumbbells may roll)

B Place the modified prop so that the chin of the partici-
pant will contact the prop during the lowering phase.
(Prop height = 5” plus the height of stands).

B Set the metronome at a speed of 80 bpm, allowing for 40
push-ups per minute for 2 minutes.

B The assessor shall terminate the evaluation when the
participant:

B Reaches 80 push-ups;

B Performs three consecutive incorrect push-ups; or

H Fails to maintain continuous motion with the
metronome cadence.

B Once the assessment is complete, record the highest
number of successfully completed push-ups.

17
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WFI FLEXIBILITY EVALUATION

Equipment
B Novel Acuflex I or equivalent trunk flexibility test device

Figure 5.24

ASSESSMENT
The purpose of this assessment is to evaluate generalized
flexibility of the shoulders, trunk, and hips.

B Conduct Pre-evaluation Procedures.

B Advise the participant that the evaluation is a series of 3
trails that evaluate the flexibility of the shoulders, trunk
and hips.

B Advise the participant that the flexion required during
this evaluation must be smooth and slow, as she ad-
vances the slide on the measuring device to the most dis-
tal position possible.

B Instruct the participant to sit on the floor ensuring the
head, upper back, and lower back are in contact with the
wall.

B The participant should then place legs together, fully ex-
tended.

B The administrator should position the sit-and-reach
box flat against the feet.

B The participant should maintain head and upper/lower
back in contact with the wall, scapulae retracted, while
establishing arm length.

B Then, extend arms fully in front of the body with one
hand over the other. (Check scapular retraction.)

B The assessor then sets the guide to 0.0 inches at the tips
of the middle fingers.

B Instruct the participant to exhale continuously while
stretching slowly forward, bending at the waist, and
pushing the measuring device with the middle fingers.
The participant will maintain full extension of the legs,
and shoulders flexed, and fingers in contact with the
gauge throughout the stretch. The participant will mo-
mentarily hold the stretch at the endpoint.

B The participant will perform three trials, resting for 30
seconds between trials.

B Once the assessment is complete, record the greatest
reach distance from among the three trials (rounded to
the nearest 1/4 inch).

B The trial must be repeated if the participant bounces,
flexes knees or uses momentum to increase distance.



FITNESS EVALUATION
EQUIPMENT MANUFACTURES

Jackson Strength Evaluation System
Lafayette Instrument Company
Phone: 800-428-7545 or 765-423-1505
Website: www.licmef.com

JAMAR Hydraulic Hand Dynamometer
Lafayette Instrument Company

Phone: 800-428-7545 or 765-423-1505
Website: www.licmef.com

Novel Acuflex II Trunk Flexibility Tester
Novel Products, Inc.

Phone: 800-323-5143

E-mail: www.novelprod@aol.com

StairMaster StepMill 7000 PT
Nautilus, Inc.

Phone: 800-782-4799
Website: www.nautilus.com

Probotics “Just Jump” Mat
Probotics, Inc.

Phone: 256-489-9153
Website: www.probotics.org

19



APPENDIX A1
FITNESS PROTOCOLS

FITNESS PROTOCOL WORKSHEET

Name: Date:

Last Medical Exam Date: Age: yrs

Weight: bs  Weight kg  Height in Height cm
(1Ib =.45kg) (1nch = 2.54cm)

Resting Heart Rate:

(If 2110 bpm, provide 5-minute rest: if after rest heart rate is = 110 bpm postpone evaluation)

Resting Blood Pressure:
(If = 160/100, provide 5-minute rest: if after rest blood pressure is > 160/100 postpone evaluation)

Target Exercise Heart Rate: (208-0.7xage)x.85 see Table 5.5
Body Mass Index: Metric: Us: see Table 5.4
_Weight (kg) Weight (Ib)
BMI= Jeieht(m): | BMI=703%  [Teight(n):

BODY COMPOSITION EVALUATION

Men: (See fig 5.0 - 5.2)

Measurement 1:
Tricep: mm Subscapular: mm Pectoral: mm
Measurement 2:
Tricep: mm Subscapular: mm Pectoral: mm

Measurement 3: (if required)

Tricep: mm Subscapular: mm Pectoral: mm

Avg. Avg. Avg.

Tricep: mm Subscapular: mm Pectoral: mm
Sum Male

Skinfold: mm Body fat: % See Table 5.1




Women: (See fig 5.6 —5.11)

Measurement 1:

Tricep: mm Abdominal: mm Suprailliac sites:
Measurement 2:

Tricep: mm Abdominal: mm Suprailliac sites

Measurement 3: (if required)

Tricep: mm Abdominal: mm Suprailliac sites
Avg. Avg. Avg.
Tricep: mm Abdominal: mm  Suprailliac sites: mm
Sum Female
Skinfold: mm Body fat: % See Table 5.2

WFI AEROBIC CAPACITY EVALUATION:

Submaximal Treadmill Protocol

Test Time: : min:sec Test Time (decimal): (see table 5.6)
Treadmill Treadmill
VO2 max. ml/kg/min VO, max = 56.981 + (1.242 x TT) — (0.805 x BMI)

Evaluation terminated prior to exceeding target heart rate, give reason(s):

Submaximal Stepmill Protocol

Test Time: : min:sec Test Time (decimal): (see table 5.6)
Stepmill Stepmill
VO2 max. ml/kg/min VO,max = 57.774 + (1.757 x TT) — (0.904 x BMI)

Evaluation terminated prior to exceeding target heart rate, give reason(s):

21
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WFI MUSCULAR STRENGTH EVALUATION:

Grip Assessment

Trial 1, Right Hand: kg Trial 1, Left Hand: kg
Trial 2, Right Hand: kg rial 2, Left Hand: kg
Trial 3, Right Hand: kg Trial 3, Left Hand: kg
Highest Score Right Hand: kg Highest Score Left Hand: kg

Evaluation terminated, give reason(s)

Leg Assessment

Trial 1: Do not record (Practice only) Trail 2: kg Trail 3:

Highest Leg Strength Score: kg

Evaluation terminated, give reason(s)

Optional Assessment:

Jump Assessment (Power Evaluation)

Jump 1: in. Jump 2: in. Jump 3: in.
Highest Jump Score in.x2.54 = cm

Power Formula: [(60.7xjump height (cm)) + (45.3 X body weight (kg))] — 2055
Leg Power = watts

Evaluation terminated, give reason(s)

Arm Assessment
Trial 1: kg Trail 2: kg Trail 3: kg

Highest Arm Strength Score: kg

Evaluation terminated, give reason(s)

kg



WFI Muscular Endurance Evaluation:
Prone Static Plank Assessment max 4 min
Test Time: : min:sec

Evaluation terminated, give reason(s)

Push-up Assessment @80bpm
Number of successfully completed push-ups:

Evaluation terminated, give reason(s)

Optional Assessment:

Alternate Grip Push-up Assessment @80bpm

Number of successfully completed push-ups:

Evaluation terminated, give reason(s)

WEFI Flexibility Evaluation

Sit and Reach Assessment

Trial 1: in Trail 2 in Trail 3:

Highest Score: in

Evaluation terminated, give reason(s)

in
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Last Name:

Date:

WFI HEALTH HISTORY FORM M_,’EI

L

First Name:

Date of Birth: Age: Gender: Male Female

Regular physical activity is safe for most people. However, some individuals should check with their doctor before they start an exercise program. To
help us determine if you should consult with your doctor before starting to exercise with a Peer Fitness Trainer, please read the following questions
carefully and answer each one honestly. All information will be kept confidential. Please check YES or NO

If you answer “Yes” to either of the following questions further medical evaluation may be needed.

YES

NO

Has it been more than 12 months since your last medical exam? If NO, last exam: months ago
Has your health status changed since your last medical exam?

If you answer “Yes” to two or more of the following questions further medical evaluation may be needed.

NO

—_

B

® NG

©

10.

Are you a male over 45 years of age?

Are you a female over 55 years of age?

Has your father or other male first-degree relative (brother or son) had a heart attack, stroke or

cardiovascular disease before age 557 If YES, who?

Has your mother or other female first-degree relative (sister or daughter) had a heart attack, stroke

or cardiovascular disease before age 65? If YES, who?

Do you currently smoke tobacco products or have you quit within the previous 6 months?

Is your total serum cholesterol greater than 200 mg/dI?

Are you diabetic?

Are you currently exercising LESS than 30 minutes most days of the week? If you answered NO,

please list your activities:
Is your waist girth greater than 40 inches (male) or 35 inches (female)?

Have you ever had a systolic blood pressure >140 mmHg or diastolic >90 mmHg on at least two

separate occasions or on antihypertensive medication?

If you answer “Yes” to one or more of the following questions further medical evaluation may be needed.

1.

arwd

© N

Do you have a history of heart problems (unexplained rapid heart rate or “skipped” beats) or ever
been told you have a heart murmur?

Do you feel pain or discomfort in your chest at rest or with exercise?

Do you ever lose consciousness or have you ever lost your balance due to dizziness?

Do you ever experience unusual fatigue or shortness of breath with normal daily activities?

Do you have any type of pulmonary or breathing problems such as asthma, emphysema or Chronic
Obstructive Pulmonary Disease (COPD)?

Have you ever had a stroke?

Do you have epilepsy or have you ever had a seizure?

Are you currently pregnant?

Are you currently being treated for a bone or joint problem that restricts you from engaging in
physical activity?

Are you currently taking any dietary supplements or medications? If YES, please list the name of
the medication/supplement and the reason for taking it:

Signature: Date:

PEER FITNESS TRAINER USE ONLY:

Resting HR: Resting BP: / Cleared to exercise Yes: No:
PFT Signature: Date: Date Physician Release Received:

Appendix Al
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